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Abstract 
HIV-risk was assessed, and staged by the Transtheoretical Model, among 239 adolescents, 
ages 13-19 (mean age 15), with a 163-item self-administered questionnaire, supplemented 
with qualitative data from 28 focus groups. Thirteen psychometrically reliable scales were 
isolated and validated with 457 youth pooled from previous samples: factual, 
transmission, and perceived AIDS knowledge, misconceptions, perceived susceptibility, 
self-efficacy, homophobia, substance use and abuse, communication assertiveness, 
condom use assertiveness, and risk histories for self and partner(s). AIDS risk was 
defined by frequency of unprotected occasions and number of intercourse partners. 
Sexual activity was indicated by 54 percent of the sample. Young men reported 
significantly lower sexual onset age than women (13 and 14, respectively), and 
significantly more lifetime partners (5 and 3, respectively). Utilizing a multivariate 
approach, gender-specific risk profiles were identified, and interaction effects noted 
between gender and sexual activity for risk variables. Sexually active women had higher 
AIDS knowledge with fewer misconceptions than men, and men had higher perceived 
susceptibility, homophobia, substance use and abuse, self-risk histories, and assertiveness 
than women. High misconceptions, perceived susceptibility, substance use and abuse, 
partner- and self-risk histories, and low condom assertiveness were significant risk factors 
for sexually active men. High perceived susceptibility, partner- and self-risk histories, and 
low self-efficacy, assertiveness for communication and condom use were significant risk 
factors for sexually active women. High homophobia was predictive of risk for the group. 
Youth typically did not view their sexual activities as risky. Among sexually-active youth, 
three-quarters reported substance use prior to sex; 95 percent reported "unsafe" activity, 
with inconsistent or no condom use; and, 39 percent of those "unsafe" considered 
themselves to be at "no risk" for HIV contagion . Self-estimates of behavior change state 
for current and predicted condom use were inaccurate. Based on adjustments , less than 
half of sexually active youth would be in advanced stages of behavior change in six 
months . Focus group participants discussed AIDS awareness , assertiveness complexities, 
informational resources , risk perceptions, gender roles, societal repercussions of the AIDS 
pandemic, and intervention suggestions . Prediction of adolescent risk and implications for 
effectiveness of HIV educational intervention and prevention programs are discussed . 
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XVlll 
Epidemiology 
A Quantitative and Qualitative Assessment 
of Adolescent HIV-Risk Predictors 
To date, it is estimated that well over one million Americans are infected with 
Human Immunodeficiency Virus (HIV) (U.S . Department of Health and Human Services , 
1993, the World Health Organization [WHO], 1995b). Currently, the Centers for Disease 
Control and Prevention (CDC), (1994a) estimates that one in every 250 persons in the U.S . 
alone is infected with HIV. At the close of 1994, 426,978 confirmed cases of Acquired 
Immunodeficiency Syndrome (AIDS) were reported in the U.S ., while another 270,870 
individuals had already lost their lives (CDC , 1994a) . By the end of 1995, there were over 
a half million AIDS cases in the U.S ., and 62 percent were reported as having died (CDC , 
1995e) . 
Worldwide, an estimated 5,000 persons were newly infected each day a few years 
ago (CDC, 1993i), with more recent estimates at 6,000 per day (CDC, 1994j) . By the close 
of 1993, the World Health Organization (WHO) reported 611,689 known AIDS cases 
worldwide , with estimated figures of actual AIDS and HIV cases being, 2.5 million, and 14 
million, respectively (WHO , 1993a) , a 100-fold increase since first identified in 1981. Total 
number of AIDS cases from the start of the pandemic to the end of 1994 reveal 1,025,073 
reported infected individuals; however , the WHO (1995b) estimates four times that figure 
to be more accurate . More recent estimates declare 18 million adults and 1. 5 million 
children infected with HIV, resulting in approximately 4.5 million AIDS cases in the world 
(WHO, 1995a, 1995b). At the tum of the century, the WHO predicts that there will be a 
cumulative total of 40 million HIV cases, and 10 million adult AIDS cases worldwide 
("AIDS Plague," 1993; WHO, 1993a). 
More alarming are estimates that half of the 14 million people with HIV , worldwide, 
were infected between the ages of 15 and 24 years (Hein, Dell, Futterman, Rotheram-
Borus, & Shaffer, 1995), with young women among this age group being the hardest hit 
(WHO, 1993e). Worldwide, young women under age 25 account for nearly 30 percent of 
female AIDS cases, and young men for approximately 15 percent of male cases (WHO, 
1994a). By the year 2000, over 13 million women will have been infected and four million 
of them will have died (WHO, 1994a). 
In the U.S., over one quarter of all people with full-blown AIDS (a T-helper 
lymphocyte cell count of <200 per unit of blood) are between the ages of 20 and 29-years-
old (CDC, 1994a). Locally, in Rhode Island, 21 percent of the total AIDS cases are in the 
20 to 29-year-old category; as well as 28 percent of the HIV positive cases (Rhode Island 
Department of Health, 1994). The long latency period of HIV, prior to AIDS conversion, 
seemingly suppresses symptoms that may not be apparent until young adulthood (Boyer & 
Kegeles, 1991; Brooks-Gunn, Boyer, & Hein, 1988; Brooks-Gunn & Furstenberg, 1990; 
Hernandez & Smith, 1990; Joseph, 1991; Millstein, 1990; Schwarcz & Rutherford, 1989; 
Slater, 1989; Vermund, et al., 1989; Wilcox, 1990), which ultimately masks the true number 
2 
ofinfected adolescents (DiClemente, 1990). Therefore, the current figures of AIDS cases 
among adolescents are misleading, since many young adults categorized in older age groups 
most likely had acquired HIV infection during the adolescent years; and, consequently, were 
not diagnosed until years later. Although the current figures for adolescents appear to be 
comparatively small, the rate is still doubling each year (Boyer & Kegeles, 1991; Brooks-
Gunn, Boyer, & Hein, 1988; Kelly & St. Lawrence, 1988). Researchers note much 
evidence that adolescents are moving toward becoming one of the highest risk groups for 
contracting HIV (D' Angelo, Brown, English, Hein, & Remafedi, 1994; Hein, 1991c; Janke, 
1989; Kipke, Futterman, & Hein, 1990; Kolbe, 1990; Takanishi, 1993), particularly via 
heterosexual exposure (Hein, 1991a; Poppen & Reisen, 1994; van de Wigert & Padian, 
1993; WHO, 1993d, 1994a). Seroprevalence has increased at alarming rates among 
teenaged Americans in the military (Burke, et al., 1990) as well as the Job Corps (Hein, 
1991b). 
Although the psychosocial impact of the pandemic is only recently coming to the 
forefront, the national death rates left a impact on several subpopulations . In 1984, AIDS 
was the tenth leading cause of death among 15 to 24-year-olds, while three years later, the 
AIDS mortality rate ranked sixth among this age group (Hein, 1992; Kilbourne, Buehler, & 
Rogers, 1990). By the close of 1991, AIDS ranked third in cause of death among persons 
aged 25 to 44 (CDC, 1993c, 1993j), and in 1992 ranked number one among men in this age 
group (CDC, 1993i). By 1993, AIDS became the leading cause of death in the U.S. among 
individuals in this latter age group, both genders and all ethnic groups combined (CDC, 
1994k, 19941, 1996). 
3 
Other findings indicate that increases in HIV and AIDS cases for teenagers (Hein, 
1991a, 1991c; WHO, 1994a), as well as for women (Hankins, 1993; Ledergerber, von 
Overbeck, Egger, & Luthy, 1994), are resulting from heterosexual transmission, a mode of 
HIV infection that has increased from three to ten percent in the U.S. (CDC, 1993e, 
1995 e). Cumulative data collected in Rhode Island are consistent with national statistics on 
heterosexual transmission rates for women, at 32 percent; however, not so with ethnicity, 
with a preponderance of infection noted among Caucasian women (Carpenter, et al., 1991). 
Laumann, et al. (1989) provide evidence that the CDC may be underestimating the AIDS 
prevalence among higher socioeconomic, Caucasian population, and overestimating 
prevalence in minority populations. 
Other data from the CDC (1994b, 1995d) show indications of increasing adolescent 
AIDS risk: one in every nine teenage women will get pregnant, with an estimated 95 
percent of such pregnancies being unintended; two-thirds of the estimated 12 million who 
acquire a sexually transmitted disease (STD) are under the age of 25, and each year 3 
million teenagers are infected with STDs. Further, researchers have determined that those 
with a history of STD infection are especially prone to HIV transmission due to 
physiological susceptibilities (Hein, Dell, Futterman, Rotheram-Borus, & Shaffer, 1995; 
Kalichman, 1995, p. 45; Otten, Zaidi, Peterman, Rolfs, & Witte, 1994; Quinn, et al., 1988; 
Wagner, et al., 1994; Wynder, 1994). Other data show young women to be especially at 
risk, as infection among them is increasing rapidly (CDC, 1995a; Stine, 1995, p. 207) . The 
CDC (1994b) reports the overall ratio of HIV to AIDS among adolescent men, 13 to 19 
years of age, is 8:1, and a ratio much higher for female counterparts, at 21:1. 
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The Present Investigation 
The absence of data for teens regarding sexual behavior patterns , preferences, 
attitudes , and potential HIV-risk predictors (DiClemente, 1993; Gardner & Wilcox, 1993; 
Millstein, 1990; Nelkin, Willis, & Parris , 1991) has had, and will continue to have potential 
negative implications in the development of age-appropriate prevention strategies . Further, 
with the increased prevalence of HIV and AIDS cases, community, public health and 
education officials may greatly benefit from accurate estimates of adolescent risk behavior. 
The present study is an expansion of previous research (Lang, 1994; Lang, Harlow , Quina, 
&, Morokoff, 1994; Lang , Quina, Harlow , &, Morokoff , 1994) seeking further 
understanding of HIV-risking behaviors in youth by using a set of predictor variables based 
on several conceptual frameworks developed with varied populations in the existing 
literature . Suggested potential factors , together with risk behaviors empirically noted 
among youth, constitute the variables of interest. Reliability and validity of potential risk 
factors with cognitive, attitudinal, behavioral, psychosocial and psychoeducational 
constructs are further explored in continuing effort to develop a comprehensive assessment 
of adolescent risk. The investigation attempts to examine whether such risk predictors are 
evident in a large, socioeconomically and ethnically diverse adolescent population from the 
Eastern United States attending a youth conference, and a regional high school population 
in Jewett City, Connecticut. The study will further seek to determine whether there are 
gender differences in risk predictors and risky behaviors . Utilizing the Transtheoretical 
Model (see Prochaska & DiClemente , 1983, 1984; Prochaska, DiClemente, & Norcross, 
1992; Prochaska, et al., 1994), the project also examines the process of adopting safe and 
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healthy behavior by assessing stages of change in current and predicted adolescent 
behaviors pertaining to condom use . Finally, the study seeks to supplement this quantitative 
investigation with qualitative data utilizing focus group methodology , with open-ended 
inquiry regarding survey content (i.e., readability and truthfulness) , and adolescent feedback 
and concerns regarding AIDS research and suggestions for prevention/intervention 
strategies . 
It is believed that identification of risk predictors is a crucial first step towards future 
development of age and gender appropriate prevention and intervention strategies . A 
multivariate approach will be utilized to identify youth risk factors and assess their 
prevalence and possible correlates . 
Identifiable Trends Increasing Adolescent Risk 
Studies among young adults indicate considerable acceptance of premarital sexual 
behavior (Cates , 1991; Katz , Mills, Singh, & Best , 1995; Mason, 1989; Moore & Stief, 
1991; Rubinson & deRubertis, 1991), typically being a spur-of-the-moment decision (Zelnik 
& Shah, 1983). Based on longitudinal studies in the 1970's (1971, 1976, and 1979), 
DiClemente (1989 ; 1990) identified two trends that increase the likelihood of adolescent 
exposure . The first trend across that decade was earlier initiation of sexual intercourse , 
with adolescents below the age of 14 showing the greatest increase . The second trend was 
an increase in number of sexual partners . Lang ( 1994) found evidence supporting these 
findings, with age of sexual initiation averaging 13. 5, and teens reporting an average of two 
sex partners by age 16. Other studies with adolescents confirm these and other trends of 
sexual activity and higher rates of pregnancy and STDs than their predecessors (Belfer, 
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Krener, & Miller, 1988; Hingson, Strunin, & Berlin, 1990; Hofferth, Kahn, & Baldwin, 
1987). Researchers have observed such trends of declining age of sexual debut and increase 
in sex partners occurring over the past two to three decades (Gayle & D' Angelo, 1991; 
Graham, 1994; Hofferth, Kahn, & Baldwin, 1987; Kahn, Kalsbeek, & Hofferth, 1988; 
O'Reilly & Aral, 1985; Zelnick & Kantner, 1977, 1980). 
There is ample evidence in the literature for these patterns of sexual activity. It has 
been estimated that 50 percent of adolescent women have had sexual intercourse in their 
adolescent years, and that two-thirds of those women use ineffective birth control methods 
or none at all (Millstein, 1990); and one out of six has had more than four partners (Belfer, 
Krener, & Miller, 1988). Nationwide, 53 percent of high school students in grades nine 
through twelve reported having had sexual intercourse during their lifetime, 18. 8 percent 
with four or more partners (CDC, 1995b, 1995c); with young men significantly more likely 
to have sex at an earlier age, and have more lifetime partners, than young women (CDC, 
1993b; Epstein, Dusenbury, Botvin, & Diaz, 1995; Ford, Rubinstein, & Norris, 1994; 
Klassen, Williams, & Levitt, 1989; p . 161; Leigh, Morrison, Trocki, & Temple , 1994; 
Maxwell, Bastani, & Yan, 1995). Boyer and Kegeles (1991) report the average age of first 
sexual intercourse is 16-years-old; however, in some urban areas the average has been 
documented as young as 12-years-old (Clark, Zabin, & Hardy, 1984). Other accounts of 
sexual activity of adolescent women in urban areas reveal that 60 percent of young 
Caucasian women and 80 percent of young African-American women have experienced 
intercourse by the age of 19 (Lewis, Battistich , & Schaps, 1990). Sixteen-year-old 
Caucasian women constitute the greatest increase for sexual activity (DiClemente, 1990). 
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Locally, Paxson and Quina ( 1989) surveyed a sample of college students and found 68 
percent of freshman woman were active, and 69 percent of those women were not using 
birth control. In another Rhode Island sample of a much younger age, it was found that 25 
percent of surveyed seventh and eighth graders (mean age 13.2) were sexually active, and 
53 percent of the sexually active young men and 40 percent of the sexually active young 
women had had more than five sexual encounters (Brown, DiClemente , & Beausoleil, 
1992). Sonestein, Pleck and Ku (1989) indicated that among their sample, one-third of the 
15-year-old young men were sexually active, one-half of the 16-year-olds, two-thirds of the 
17-year-olds, and 86 percent of the sample at 19 years-old . Adolescents involved with the 
juvenile justice system were found to have extremely low mean ages of first intercourse, 
typically around age 12, and high pregnancy rates (DiClemente, 1991; Melchert & Burnett, 
1990). 
To date, there is little indication that the epidemic proportions of AIDS in itself has 
been an influential factor in delaying the onset of sexual behavior among adolescents (Kelly 
& Murphy , 1992), or successful in promoting abstinence (Hein, 1993). For example, 
Strunin and Hingson (1987) found that 70 percent of their adolescent sample were sexually 
active. Only 15 percent reported a change in their sexual behavior for fear of contracting 
AIDS, and of that percentage, a mere one in five altered their behavior in effective ways . 
Similarly, in Roscoe and Kruger's (1990) study, only one-third of their adolescent sample 
disclosed altered sexual behavior for fear of AIDS . In a Philadelphia sample, only one in 
ten adolescents reported refraining from sex because of AIDS (Brooks-Gunn & 
Furstenberg, 1990). Additionally, a considerable number of infected adolescents are not 
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aware of their condition, and consequently do not consider themselves at a high risk 
(Joseph, 1991). Numerous studies have shown that consistent condom use in adolescents 
remains rare due to a common perception of invulnerability to AIDS (e.g., Baldwin & 
Baldwin, 1988b; Bell, Feraios, & Bryan, 1990; Burger, 1988; Catania, Kegeles , & Coates, 
1990; Quadrel, Fischhoff, & Davis, 1993) . A perception of invulnerability that also 
promotes sexual and drug experimentation, a well-documented risk factor (Aggleton, 1991; 
Barnard & McKeganey, 1990; Boyer & Kegeles, 1991; Joseph, 1991; Hochhauser, 1989; 
Manoff, Gayle, Mays, & Rogers, 1989; Moore & Rosenthal, 1991a; Reulbach, 1991; 
Segest, Mygind, Harris, & Bay, 1991; Sonenstein, Pleck, & Ku, 1989; Strunin, 1991; 
Surgeon General of U.S. Public Health Service, 1987). Given the exponential nature of the 
spread of infection and the frequency of unprotected adolescent intercourse, the potential 
for spread via heterosexual contact within this age group is most alarming. 
Current data suggest that condoms can substantially decrease AIDS risk during 
vaginal intercourse (CDC, 1993f; Boyer & Kegeles, 1991; Conant, Hardy, Sematinger, 
Spicer, & Levy, 1986; Kaemingk & Bootzin, 1990; Reiss & Leik, 1989; Romanowski & 
Piper, 1988; WHO , 1993£). In fact, Fineberg (1988) has developed a mathematical model 
that predicts that consistent condom use could prevent nearly half of the sexually 
transmitted lilV infections in persons with one sexual partner and over half of HIV 
infections in persons with multiple partners. Yet many studies indicate adolescent condom 
use remains unequivocally low (Caron, Davis, Halteman, & Stickle, 1993; Catania, et al., 
1992; Jaffe, Seehaus, Wagner, & Leadbeater , 1988; Leite, Buocompagno, Leite , 
Mergulhao, & Battistoni, 1995; Lewis, Battistich, & Schaps, 1990) and sexual activity high 
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(Becker & Joseph , 1988; Boyer & Kegeles , 1991; Brooks-Gunn & Furstenberg , 1990; 
Friedman, 1994; Gayle, et al., 1990; Hausser & Michaud, 1994; Levy, et al., 1994; Seidman 
& Rieder , 1994). 
In one study, adolescents reported very little condom use (Kegeles, Adler, & Irwin, 
1988), although they valued condom use highly as a prevention method against STDs . 
Other studies have found that young women who use alcohol and other drugs, in particular , 
are less likely to negotiate condom use (Flanigan, McLean, Hall, & Propp , 1990; Harvey & 
Spigner, 1995; Millstein, Moscicki , & Broering, 1994; Orr, et al., 1992), although substance 
use deters safe sexual behavior for both genders (Aruffo, Gottlieb, Webb, & Neville, 1994; 
Hingson , Strunin, Berlin, & Heeren , 1990; Koopman, Rosario, & Rotheram-Borus, 1994; 
Lowry, et al., 1994; Rotheram-Borus, et al., 1994; Strunin & Hingson, 1993). In a 
Massachusetts study, Strunin and Hingson (1987) found that only two percent of 
adolescents in their sample used effective prevention behaviors against AIDS . Further , 
younger teens, 12 and 13 years of age, are less likely to use condoms and more likely to use 
ineffective methods of birth control than are 14-year-olds (Nguyet, Maheux, Beland, & 
Pica, 1994). 
Apart from these individual studies, clear evidence of unprotected sex is provided 
with the national figures for teenage pregnancies and STDs . In the U.S . alone, there are 
between 1 and 1.2 million teenage pregnancies each year, and one in seven adolescents has 
a STD (CDC, 1993k; Belfer, Krener , & Miller, 1988; Boyer & Kegeles , 1991). Nearly one-
third of premarital sexually active adolescents have had at least one pregnancy (Dawson , 
1986). While STD rates among older age groups decreased from 1981 to 1991, rates 
among adolescents, specifically for gonorrhea, have increased or remained unchanged 
(CDC, 1993g) . Further, the CDC (1993h) indicated that data collected by the United States 
Bureau of the Census during 1990 showed Rhode Island as one of six states with an 
increase of more than 10 percent in teenage pregnancy rates from 1980 to 1990 (87 .7 per 
1000 women aged 15 to 19 years in Rhode Island, during 1990). World reports of STDs 
show the highest incidence among those aged 20 to 24, followed closely by those aged 15 
to 19 (WHO, 1989, cited in Aggleton, 1991). Also noteworthy is the fact that STD rates in 
the U.S . remain higher than most Western European countries (Brooks-Gunn & 
Furstenberg , 1990). 
Attitudes and behaviors that are commonly accepted as high-risk for HIV infection 
have been extensively noted among sexually active members of the adolescent population 
(Belfer, Krener, & Miller, 1988; Boyer & Kegeles, 1991; Hein, 1988; Irwin & Millstein, 
1986; Lewis, Battistich, & Schaps, 1990; Livingston, 1991). These behaviors include 
substance use and abuse (Coates, 1990; Johnson, 1991), particularly with alcohol (Pulford, 
1991) and marijuana (Keller, et al., 1991); intravenous drug use (Barnard & McKeganey, 
1990; Kelly & Murphy, 1992; McCoy & Khoury, 1990; Mondanaro, 1987; Schuster, 1988; 
Schwarcz & Rutherford, 1989; Stiflman & Earls, 1990); drug experimentation (D' Angelo, 
Getson, Luban, & Gayle, 1991 ); sexual behavior with multiple partners and/or sexual 
promiscuity (D' Angelo, 1994; Durbin, et al., 1993; Romanowski & Piper, 1988; Stuber, 
1990); frequent unprotected sex (Rotheram-Borus & Koopman, 1991); infrequent or lack 
of condom use (Kegeles, Adler, & Irwin, 1988); negative attitudes toward condoms 
(Morrison, 1985); lack of knowledge about risk factors (Crawford & Robinson, 1991; 
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DiClemente, Boyer, & Mills, 1987; Kegeles, Adler, & Irwin, 1989; Strunin & Hingson, 
1987); misconceptions of AIDS transmission (DiClemente, Boyer, & Morales, 1988; 
Helgerson, Petersen, & The AIDS Education Study Group, 1988; Sandberg, Rotheram-
Borus, Bradley, & Martin, 1988); perceived invulnerability to HIV infection (Baldwin & 
Baldwin, 1988b; Bell, Feraios, & Bryan, 1990; Bing, et al., 1990; Boyer & Kegeles, 1991; 
Eiser, Eiser, & Lang, 1990; Gladis, Michela, Walter, & Vaughan, 1992; Price, Desmond, 
Hallinan, & Griffin, 1988; Siegel & Gibson, 1988; Zimet, et al., 1991); underestimating 
riskiness of one's sexual practices (Bauman & Siegel, 1987); impulsive behavior (Brown, 
DiClemente, & Park, 1992; Strunin, 1991); apathy and denial of risk (Barling & Moore, 
1990); lack of self-efficacy (Bandura, 1977, 1990); low social conformity (Stein, Newcomb, 
& Bentler, 1994); unconventionality (Donovan, Jessor, & Costa, 1991); sensation seeking 
(Arnett, 1990); acting-out behavior (Piercy, Trepper, & Jurich, 1993); adhering to negative 
peer norms (Hasen-Engquist & Parcel, 1992; Billy & Udry, 1985); and, external or chance 
locus of control (Brown, Nassau, & Levy, 1990; Janz & Becker, 1984; Kelly, et al., 1990, 
1993; Larzelere & Mulaik, 1977; Long, Williamson, Gaynor, & Clark, 1988; Prewitt, 1989; 
Price-Greathouse & Trice, 1986; Strickland, 1978; Trice & Price-Greathouse, 1987). 
DiClemente (1992) adds, "While each behavior singularly increases the probability for HIV 
infection, they are more often reported in combination, further elevating an adolescent's risk 
for infection" (p. 325). 
The importance of acquiring informational, practical, and social supports has been 
noted in the literature with HIV-testing and assistance with seroconversion (Folkman, 
Chesney, Cooke, Boccellari, & Collette, 1994; Hays, Turner, & Coates, 1992); however, 
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most adolescents do not seek social support or health services, allowing the consequences 
of high risk status to remain unnoticed (Hein, 1988; Melton, 1989). Therefore , many 
infected adolescents are not aware of their serostatus, thus increasing the likelihood of 
infecting others . More disturbing is that nearly 20 percent of two adolescent samples 
responded that they would consider suicide if they tested HIV seropositive ( Goodman & 
Cohall, 1989; Mansfield, Conroy, Emans, & Woods, 1993), suggesting a lower likelihood 
of having status revealed due to potentially severe negative emotional reactions . 
Heterosexual Transmission 
Early notions promoted inappropriate perceptions of the AIDS epidemic as one 
which afflicts primarily homosexuals and intravenous drug users ; hence, many heterosexuals 
erroneously felt immune from AIDS . The critical factor for AIDS infection was identified 
as membership in a specific group , and individual behaviors were de-emphasized (Bing, et 
al., 1990; Kain, 1989; Lui, Darrow, & Rutherford, 1988; Slater, 1989). The focus on risk 
groups was, and still is, pertinent to the understanding and targeting of more effective 
prevention efforts, since risk behaviors for homosexuals and heterosexuals do not greatly 
differ (Kelly & St. Lawrence , 1988). Today , investigators know that any form of 
unprotected intercourse within any group is associated with increased exposure risk. 
Unmarried heterosexuals are placing themselves at risk for HIV or other STDs, as 
researchers found a substantial increase and high prevalence for multiple partners, and low 
condom use, and associate such risk behavior and number of sexual partners with a greater 
probability of infection (Dolcini, Coates, Catania, Kegeles, & Hauck , 1995). 
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Nevertheless, many adolescents do not feel vulnerable to AIDS because they 
continue to see AIDS as a homosexual male disease (Mickler, 1993; Westerman & 
Davidson, 1993); have little or no concern about IIlV/AIDS, or fail to personalize the 
threat oflllV infection (Rosenthal & Shepherd, 1993); or attribute low personal risk to a 
lower prevalence of AIDS in rural communities (DiClemente, Brown, Beausoleil, & Lodico, 
1993). It can not be assumed that the sexual knowledge, attitudes and behaviors among 
mature individuals will pertain to other age groups (Osborn, 1991). Moreover, Johnston 
(1993) discusses a flawed educational system which produces "informed adolescents" who 
continue to exhibit a gap between factual knowledge and actual sexual behavior. 
Worldwide, heterosexual activity is the primary route ofIDV infection (Mann, 
Tarantola, & Netter, 1992, p. 33; U.S. Department of Health and Human Services, 1993). 
A large National Institute of Mental Health-funded nationwide survey ofIDV-related risk 
factors in the general heterosexual population revealed that between 15 and 31 percent of 
heterosexuals reported at least one IDV-risk factor (U.S. Department of Health and Human 
Services, 1993). Further, AIDS cases in the U.S. attributed to heterosexual contact show a 
21 percent increase from 1990 to 1991, exceeding all other exposure categories for the 
adolescent age group (CDC, 1994a), with evidence of rapidly increasing figures for 
infection via heterosexual transmission for youth (CDC, 1995e). However, it has been 
noted that the CDC's hierarchical method of classifying infection could be concealing even 
more cases of heterosexual transmission (Corea, 1993, p. 255) and exaggerating infection 
via intravenous drug use (Lauritsen, 1993). 
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Heterosexually acquired AIDS increased 130 percent from 1992 to 1993, partially 
resulting from expansion of the surveillance definition of AIDS. However, the largest 
increases occurred among persons aged 13 to 19, and 20 to 24-years, with a greater 
proportion of infection among young women (CDC, 1994f) . Infection via heterosexual 
route continued upward, increasing 54 percent from 1993 to mid-year 1995 (CDC, 1995f). 
Cross-sectional "serosurveys" conducted in 130 clinics in 24 U .S. cities with nearly 80,000 
teenagers found that rates of infection among young women were higher than young men, 
and most teenagers with risk information reported heterosexual activity as their only 
potential risk exposure to HIV (Sweeney, Lindegren, Buehler, Onorato, & Janssen , 1995) . 
The highest proportion of cases associated with heterosexual contact during 1993 were in 
the South ( 42 percent) and Northeast (31 percent) (CDC, 1994d) . In New York City, 
which accounts for 20 percent of AIDS cases among 13 to 21-year-olds, proportionately , 
heterosexual contact has been the most reported transmission route by adolescents (Hein, 
1990, 1992) . 
Kalichman (1996, p. 95) identified five factors contributing to the rise in 
heterosexual infection : ( 1) less tendency to take precautions; (2) resistance against using 
condoms; (3) beliefs that AIDS is a disease affecting only drug users and gay men; (4) the 
perception that AIDS "can't happen to me;" and, (5) the sheer numbers of infected people 
unknowingly spreading the virus . As the numbers of infected heterosexual individuals 
increase, the incidence and prevalence of heterosexual infection and transmission will also 
rise in consequence . A common misconception is the rationale that if one is not most at 
risk, one is not at a risk at all; although a more accurate, but less adopted view is the notion 
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that every sexually active person faces some risk depending on their behavior and their 
partner. 
Adolescent Risk Predictors 
Specific risk predictors examined in the present study were extracted from past 
studies that yielded contrasting or contradictory results among variables with adolescents or 
had been previously documented to be related to high risk behavior . The study examines 
the following variables : (1) cognitive components of AIDS knowledge, (factual AIDS 
knowledge, transmission knowledge, perceived AIDS knowledge , and commonly held 
misconceptions) ; (2) attitudinal components ( condom use efficacy, perceived susceptibility 
for risk, homophobia, and fear of AIDS) ; and (3) behavioral components (substance use, 
substance abuse, sexual assertiveness for both condom use and partner communication, and 
risk histories for both partner(s) and self, based on past sexual behavior) . The rationale for 
investigation of these three areas are discussed below . 
Cognitive . Studies examining AIDS knowledge and attitudes among adolescents 
have generally been varied, often with contradictory findings. However, significant gaps in 
HIV/ AIDS knowledge, particularly with transmission and awareness of preventive recourse, 
have been identified (Brown, DiClemente , & Beausoleil , 1992; DiClemente , 1989; Piercy, 
Trepper , & Jurich, 1993; Sandberg , Rotheram-Borus , Bradley, & Martin , 1988; Singh, 
Zemitzsch, Ellis, Best , & Singh, 1994), as well as a disparity of AIDS knowledge between 
Caucasian, African-American, and Latino adolescents (Bing, et al., 1990; Crawford & 
Robinson , 1991). Brown and colleagues (1992) found that adolescents who were less 
knowledgeable of AIDS were less fearful, with riskier attitudes and behavior when 
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compared with their peers. Yet, in other studies, high level of sexual risk contrasted with 
moderately high knowledge and positive beliefs of self control for AIDS prevention 
(Fergusson, Lynskey, & Horwood, 1995; Roscoe & Kruger , 1990; Rotheram-Borus & 
Koopman, 1991). Bell, Feraios and Bryan (1990) emphasize that one must know how 
AIDS is transmitted before protective behaviors can be implemented; however , they found 
that "seemingly responsible" young men knew less than their risk-taking counterparts of 
how AIDS was transmitted sexually, which is a direct risk if sexually active. Other 
researchers also indicated that one-third of their adolescent sample did not relate the risk of 
contracting AIDS with unprotected sexual intercourse (Dusenbury, Botvin, Baker , & 
Laurence , 1991; McDermott, Hawkins, Moore, & Cittadino , 1987). More recently, 
researchers reported that AIDS knowledge scores for junior high school students had 
decreased from 1989 to 1991, while it increased for senior high students from 1988 to 1991 
(Zimet, et al., 1993), suggesting such information may be more beneficial if dispersed at 
younger ages . 
Additional research endeavors regarding adolescents have found relationships 
between high knowledge and associated beliefs of less susceptibility than most others of 
acquiring AIDS despite high risk behavior (Adame, Taylor-Nicholson, Wang, & Abbas, 
1991; Keller, et al., 1991; Moore & Rosenthal , 1991a), or inaccurate self-perceptions of 
serial monogamy as being completely safe (Hernandez & Smith, 1990; Overby & Kegeles, 
1994); or risk behavior associated with disinterest in AIDS education (Henderson , 
Weinman, & Smith, 1994). However , numerous studies have shown a relatively high 
degree of AIDS knowledge but identified several areas of confusion, especially in 
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transmission and prevention ofinfection (DiClemente, Boyer, & Mills, 1987; DiClemente, 
Zorn, & Temoshok, 1986, 1987; Dusenbury, Botvin, Baker, & Laurence, 1991; Livingston, 
1991; McDermott, Hawkins, Moore, & Cittadino, 1987; Memon, 1990; Ndeki, Klepp, 
Seha, & Leshabari, 1994; Ponton, DiClemente, & McKenna, 1991; Price, Desmond, & 
Kakulka, 1985), distinguishing safe from less-safe behaviors (Rotheram-Borus, Becker, 
Koopman, & Kaplan, 1991), and misunderstanding of the seriousness of AIDS 
(DiClemente, Zorn, & Temoshok, 1987; Eiser, Eiser, & Lang, 1990; Longshore, 1990; 
Petosa & Wessinger, 1990). Discrepancies and conflicting messages about sexuality from 
various sources, for example, parents, school and media, appear to complicate and mislead 
adolescents regarding their sexual decisions and behavior (Brooks-Gunn & Furstenberg, 
1990). 
Attitudinal. The impact of attitudinal characteristics on AIDS-risk behavior has 
been widely explored; however, the majority of the studies have focused on only limited 
populations, generally excluding adolescents . Since self-efficacy has been associated with 
an individual's beliefs of self-control in behavior and motivation (Bandura, 1977, 1990), it 
appears to be a viable factor in predicting AIDS risking behaviors, particular to condom 
use. Bandura (1977, 1990, 1992) has noted the influential role of self-efficacy as a 
predictor of the accuracy of personal risk estimation, or perceived risk, and of self-control 
over risk behaviors, and has suggested it may be linked to sex risk behaviors ( see also 
Langer, Zimmerman, Warheit, & Duncan, 1993; O'Leary, 1985; Weinstein & Nicolich, 
1993; Zimet, et al., 1992; van der Pligt & Richard, 1994). For instance, for adolescent 
women, high self-efficacy has been associated with taking precautionary measures (Richard 
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& van der Pligt, 1991 ), and with condom use for older women (Kegeles, Adler, & Irwin, 
1989) . In a more recent investigation, self-efficacy expectations were found to be important 
determinants of intended condom use (Schaalma, Kok, & Peters, 1993) . In California, 
incarcerated adolescents in a detention facility showed lower self-efficacy for AIDS 
prevention, lower perceived personal threat of AIDS and lower perceived norms of safe sex 
practices when compared to adolescent students from urban public high schools, suburban 
private schools and adolescent members of a gay youth organization (Nader, Wexler, 
Patterson, McKusick, & Coates, 1989) . 
In one focus group study, researchers found that adolescents' self-efficacy was 
actually lower than had been indicated on previous questionnaire ratings, and although 
many of the teens reported a moderate level, the result may have been affected by the belief 
that AIDS is preventable (Sandberg, et al., 1988) . Another study reported associations 
between knowledge, self-efficacy and perceived risk for AIDS suggesting that AIDS 
knowledge may be linked with self-efficacy, where self-efficacy and self-control were found 
to be significantly related to AIDS knowledge (Rotheram-Borus, Becker, Koopman, & 
Kaplan, 1991) . Similarly, Rotheram-Borus and colleagues (1991) also surmised that AIDS 
knowledge may be an influential factor in the development of coping skills to adequately 
handle risk situations and instrumental in the accurate perception in self-efficacy and self-
control. 
Perceived personal susceptibility, or conversely perceived invulnerability for AIDS is 
also noted as being a widespread factor with adolescents and risk behaviors (Hochhauser , 
1989), and has been evident even with highly promiscuous heterosexual individuals who are 
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knowledgeable of AIDS risk and still minimize their level of susceptibility (Hernandez & 
Smith, 1990; Leishman, 1987). Additionally, one investigation found that sexually active 
adolescents in grades six through eight who had sex with partners they did not know well, 
did not perceive themselves at a greater risk than those who knew their partners (Dolcini, et 
al., 1988, cited in Boyer & Kegeles , 1991). Similarly, a study with New York City 
adolescents reported that those who engaged in the highest sexual risk behaviors perceived 
themselves to be at a low risk (Reuben, Hein, & Drucker, 1988, cited in Boyer & Kegeles, 
1991). Livingston (1991) postulated that often in risk perception studies, individuals 
underestimate familiar risks and tend to overestimate unfamiliar risks that may be 
involuntary, invisible or catastrophic . Nevertheless , it seems evident that possession of 
positive, realistic attitudes towards safe sex practices and the belief that one can avoid HIV 
infection are practical factors in AIDS risk prediction among adolescents and may be critical 
to effective education for reducing risky behavior . 
Negative attitudes and fear towards gay and lesbian individuals were found to be 
associated with higher HIV-risk behavior among older adolescents in a recent URI study 
(Burkholder , 1994). Burkholder surmised this finding to be associated with high risk 
behavior on the part of heterosexual individuals assuming that AIDS is a "gay disease," 
erroneously believing that precautions are not necessary regarding their sexual behavior. 
Westerman and Davidson (1993) also found that many adolescents felt invulnerable to HIV 
infections because they still viewed AIDS as a "gay disease." Further, those who were most 
prejudiced against homosexuals , were five times more willing to engage in indiscriminate 
unprotected sexual behavior , than the least prejudiced group; and among young men, the 
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effect was greater (Yvesterman & Davidson, 1993). Efforts to educate the public about 
AIDS, as a means to combat prejudice against persons with AIDS and stereotyping certain 
"risk groups," have been based on the assumption that factual AIDS knowledge and 
prejudice are inversely related . Negative attitudes toward people with AIDS were inversely 
related to AIDS knowledge in some studies (Landefeld, Chren, Shega, Speroff, & McGuire, 
1988; Peruga & Celentano, 1993; Shafer & Boyer, 1991 ); and only slightly so in another 
(Witt, 1989). Other researchers found that among men and women at low risk for AIDS in 
San Francisco, New York and London, fear of AIDS and anti-gay attitudes were negatively 
correlated with knowledge about AIDS (Temoshok, Sweet, & Zich, 1987). These 
researchers were unclear whether fear and prejudice, which were highly intercorrelated (r = 
.64), promote ignorance, or whether ignorance increases fear and prejudice . Nevertheless, 
the absence of recent data on the correlation of homophobia, fear of AIDS, and risk 
behavior suggest further examination would be beneficial with a younger population, 
especially when attitudes may still be forming . 
Behavioral. Numerous studies that have investigated risk behavior of young people 
have concluded, with a strong emphasis, a need to further examine behavioral risk factors 
associated with the prevalence of AIDS. In particular, these studies have examined factors 
such as: sexual activity, contraceptive use, and substance abuse (Boyer & Kegeles, 1991; 
DiClemente, 1990; Millstein, 1990; Osborn, 1988, 1991; Richard & van der Pligt, 1991; 
Strunin, 1991); maladaptive behaviors relating to substance use (Clapper & Lipsitt, 1991; 
Frances & Miller, 1991; Grant & Johnstone, 1990; McCoy, McKay, Hermanns, & Lai, 
1990; Molgaard, Nakamura, Hovell, & Elder, 1988; Niven, 1987; Plant, 1990; Pulford, 
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1991; Stall, Coates, & Hoff, 1988; Walter , Vaughn, & Cohall, 1991; Windle, 1989); 
multiple partners or sexual promiscuity (Romanowski & Piper, 1988; Stuber, 1990); 
frequent unprotected sex (Rotheram-Borus & Koopman, 1991); infrequent or lack of 
condom use (Kegeles, Adler , & Irwin, 1988); and sexual assertiveness (Franzini , Sideman, 
Dexter, & Elder, 1991; Kelly & St. Lawrence, 1990) . Only six years ago, it was estimated 
that one in four teens were vulnerable to high-risk behaviors (The Carnegie Council on 
Adolescent Development , 1989, cited in Johnson, 1991); this estimate in itself justifies a 
need to examine present trends in the adolescent population to diminish further spread of 
infection. 
A number of studies have indicated a high prevalence of sexual activity in the 
teenage years . For example, 64 percent of the college women in the Harlow, et al. (1993) 
study containing nearly 500 participants , reported their age at first intercourse as being 
between 15 and 17 years, and another 8 percent reported an age less than IS-years-old . 
The Rotheram-Borus, et al. (1991) sample of delinquent (n = 60) and non-delinquent (n = 
57) adolescent young men also yielded a high proportion who were sexually active at young 
ages . Seventeen percent of the young delinquent men and 29 percent of the young non-
delinquent men reported age at first intercourse between 14 and 1 7 years, and an 
astonishing 30 percent of the delinquent men and 61 percent of the non-delinquent men 
disclosed an age of 13 years or younger. In another investigation, 407 inner-city 
adolescents were examined five years ago for HIV-relevant behaviors, and revealed mean 
ages for onset of sexual activity as 13. 3 years for a clinic sample, and 13. 8 years of age for a 
school sample (Keller , et al., 1991). A large majority (71 percent) of the adolescent 
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subjects in the Adame et al. (1991) study (n = 226) also indicated having engaged in sexual 
intercourse in their adolescent years, where 68 percent were between the ages of 16 and 17, 
and 17 percent reported being 15 years or younger. Teens in a Copenhagen study also 
revealed an average age of 14.6 for sexual debut (Segest, Mygind, Harris, & Bay, 1991), 
with a slightly higher average in Norway, at 15.4 years (Kraft, Rise, & Traeen, 1990). 
National figures provided by Hein (1988) show that approximately half of all 
adolescents have had sexual intercourse by the age of 19-years-old; however, more recent 
national data on youth between the ages of 14 through 19, found sexual activity among 45.4 
and 70.1 percent of adolescents in school, and out of school, respectively (CDC, 1994e) . In 
a national telephone survey, 43.4 and 81.7 percent of youth between the ages of 14 through 
17 years, and 18 through 21 years, respectively, reported they were sexually active (CDC, 
1994g). Other risk behaviors for youth are also evident. For instance, in San Francisco, 21 
percent of sexually active adolescent women and 22 percent of the adolescent men in a 
sample of nearly 500 participants reported receptive or insertive anal intercourse (Broering, 
Moscicki, Millstein, Policar, & Irwin, 1989). Similar findings of potential risk involving 
unprotected sexual activity, especially at early ages were found in a studies among 
incarcerated teens (DiClemente, 1991; Magura, Kang, & Shapiro, 1994; Morrison, Baker, 
& Gillmore, 1994; Rickman, et al., 1994), and homeless, adolescent runaways (Goodman & 
Berecochea, 1994; Rosenthal, Moore, & Buzwell, 1994; Rotheram-Borus, et al., 1992). 
Typically, only about 15 percent of teenagers reported that having sex the first time 
was planned (Brooks-Gunn & Furstenberg, 1990), and consistent condom use has been 
shown to be low among sexually active adolescent samples. Many reports on condom use 
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have produced very low frequencies : fewer than 10 percent of a sexually active adolescent 
sample attending health clinics in San Francisco (Kegeles , Adler, & Irwin, 1988), 10 percent 
of young men and 4 percent of young women attending STD clinics in California (Maxwell, 
Bastani , & Yan, 1995); 23 .2 percent in a sample of adolescent men (Keller, et al., 1991); 21 
percent in a sample of adolescent gay men (Rotheram-Borus & Koopman, 1991); 10 
percent of sexual active teens in a Massachusetts telephone survey (Strunin & Hingson, 
1987); 12 percent of sexually active 14-year-old girls (Brooks-Gunn & Furstenberg, 1990); 
28 percent with casual partners and 18 percent with regular partners for Australian teens 
(Moore & Rosenthal , 1991a) ; and only 13 percent of adolescent men who consumed 
alcohol prior to their first sexual intercourse experience (Robertson & Plant, 1988) . 
Moore and Rosenthal (1991a) suggest that a common notion among adolescent 
justification for not using condoms is associated with a flawed perception of condoms being 
unnecessary when involved in serial monogamous relationships . Many teenagers , however, 
reported the reasons for unprotected sex were unplanned intercourse and firm beliefs that 
they would not conceive (Brooks-Gunn & Furstenberg, 1990) . Hingson and Strunin (1992) 
found that very few adolescents report discussing condoms prior to intercourse. These 
researchers surmised that adolescents may fear that discussion may raise questions about 
fidelity, moral values with the expectation to have sex, or that sex partners may think that 
they are infected with mv already . Additionally, condom use and sexual behaviors have 
been associated with attitudes and supportive norms of particular populations (Catania, 
Coates, & Kegeles, 1994) . However, researchers found that with a young high school 
sample, teens will engage in sexual intercourse if the opportunity presents itself, with or 
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without a condom and irrespective of their attitudes and norms regarding condom use 
(Fisher, Fisher, & Rye, 1995). Demb (1990) interviewed African-American , inner-city 
adolescent women about condom use and STDs and found a high resistance to condom use 
with this population . Catania, et al. (1989a) examined the psychosocial correlates of 
condom use and multiple partners with sexually active heterosexual adolescent women who 
attended a family planning clinic and found condom use to be relatively low, 27 percent. Of 
interest in this last study was the relevance of sexual assertiveness in communication with 
the primary partner. The willingness to request partners to use condoms and enjoyment of 
condom use were significantly correlated with more frequent use (Catania, et al., 1989a) . 
It appears that substance use, especially prior to sexual activity, increases the 
likelihood of high-risk behaviors (Clapper & Lipsitt, 1991; Grant & Johnstone , 1990; 
MacGregor , 1988; Stall, McKusick , Wiley, Coates , & Ostrow, 1986). Even moderate 
amounts of alcohol or marijuana have been predictors in high risk behaviors (Keller, et al., 
1991), interfering with the "ability or willingness" to use condoms (Millstein, 1990; 
Remafedi, 1988), and causing disinhibition and impaired judgment in sexual situations 
(Kelly & St. Lawrence , 1988). Perhaps the most convincing evidence is provided by 
Robertson and Plant (1988) , who found that age of first alcohol use and age of first sexual 
intercourse were highly correlated (r = .58 for young men; r = .79 for young women), with 
the majority reporting alcohol use prior to their first sexual encounter (58 and 48 percent 
for young men and young women, respectively) . The importance of substance use prior to 
first intercourse was evident in other studies, associated with lower likelihood of condom 
use (e.g. , Flanigan, 1990; Leigh, Schafer, & Temple, 1995; McLean & Flanigan, 1993; 
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Newton, 1995, p. 98), and with less planning before first intercourse (McLean & Flanigan, 
1993). Similar results were found with Norwegian adolescents : 28 percent of the young 
women and 43 percent of the young men reported alcohol use before first intercourse, with 
nearly one-half of those teens not using condoms (Kraft, Rise, & Traeen, 1990). Brooks-
Gunn and Furstenberg (1990) suggest that adolescents tend to be highly influenced by 
situational factors, exemplified by having sex while drinking. On two Southeast college 
campuses surveying 18 to 21 year-old students, 35 percent of men and 7 percent of the 
women reported substance use on a date, enough to impair their judgment, one or more 
times a month (Hernandez & Smith, 1990). 
Sexual assertiveness is another important behavioral factor . Some heterosexual 
adolescents may recognize the risk but are unable to negotiate safe behavior with their 
partners (Brooks-Gunn & Furstenberg, 1990). Rosenthal, Moore, and Flynn (1991) found 
that sexually-active adolescent men showed more confidence than young women in their 
ability to assert their sexual needs but were less confident in their ability to decline sexual 
demands . Overall, the ability to say "no" in sexual situations was the sole predictor of safe 
sexual behavior for both genders. Kelly, St. Lawrence, Hood and Brasfield (1989) found 
that sexual assertiveness training, together with self-affirming social supports, were 
successful in reducing high-risk sexual behavior ( defined as the ability to refuse sexual 
coercions) among gay men. A change that was maintained at an eight-month follow-up . In 
one sexual assertiveness training experiment, young university students who participated in 
behavioral training sessions with verbal reinforcement , role playing, corrective feedback and 
behavior shaping, showed more assertive behavior than controls who did not receive the 
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training (Franzini, Sideman, Dexter , & Elder , 1990). Additionally, gender differences in 
assertiveness were indicated in the Franzini, et al. experimental group , with young men 
being more assertive in requesting condom use in sexual situations and young women more 
assert ive in asking about partner's history at the post-intervention measure . 
Gender Differentials in Risk Behavior 
The investigation of possible gender differences in AIDS-risk behavior is also a 
particular concern in this study, since very little research in this area has focused on 
adolescent women . Of the handful of investigations evaluating young women , one 
examined African-American, inner-city, young women (Demb, 1990); two studied 
adolescent women attending a health clinic (Catania , et al., 1989a; Rickert , Gottlieb , & Jay, 
1990); and one surveyed 69 sexually active teenaged women to see if they recalled receiving 
a brochure on AIDS and whether they read it and discussed it with someone (Kamachi, 
Irwin, Shafer, & Wong , 1990) . Overall, investigations of HIV-risk prevention , etiology , 
treatment, and policy research for women and adolescents is meager ; nearly ignoring 
women completely , categorizing adolescents as "others," and mainly concentrating on gay, 
and to some extent , heterosexual intravenous drug-using men (Anderson , et al., 1991; 
Baum & Nesselhof, 1988). 
It may be important to identify potential risk predictors separately for young men 
and young women in order to design the most appropriate intervention and prevention 
strategies . There is evidence that young women face a significantly higher biological 
susceptibility to IIlV infection than men or older women . Based on risk models of infection 
probabilities , 76 percent of young women were found to have higher risk of infection (one 
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chance in 100,000) compared with only three percent of young men (Smith, McGraw, 
Crawford, Costa, & Mc.Kinlay, 1993). Smith, et al. (1993) attributed this gender risk 
differential as greater prevalence of HIV among potential sex partners of young women, as 
well as to more efficient transmission of the virus from men-to-women than vice versa (see 
also, Curran, et al., 1988; Healy & Coleman, 1989; Hearst & Hulley, 1988). Other 
researchers note the greater odds of man-to-woman HIV transmission than woman-to-man 
due to a host of physiological factors (The European Study Group, 1992; Friedman & 
Klein, 1987; Padian, et al., 1987; Padian, Shiboski, & Jewell, 1991). Infection from 
woman-to-man is estimated to be anywhere from twice to twenty times less likely than the 
reverse (The European Study Group, 1992; Laga, et al., 1989; Padian, Shiboski, & Jewell, 
1991; Rehmet, et al., 1992; WHO, 1994a). Further, as a receptive partner, women are 
more vulnerable to infection than men because they have a larger mucosal surface exposed 
during sexual intercourse; and moreover, semen contains a far higher concentration of HIV 
than vaginal fluid (WHO, 1993d). Additionally, ethnicity has been noted in the literature as 
possibly having increased relevance in infection rates, as recent researchers have found a 
higher women-to-man ratio for infection among African-Americans, than the reverse 
(Brunswick, et al., 1993). Adolescent women have greater odds of becoming infected than 
older premenopausal women due to biological susceptibilities, such as limited vaginal 
secretions and thinness of vaginal tissue lining in the developing cervix (Brooks-Gunn, 
1988; Cates, 1991; Ostergard, 1977; McGrath, Strasburger, & Cushing, 1994; Moscicki, 
Winkler, Irwin, & Schachter, 1989; WHO, 1993e). 
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Overall, early intervention regarding such skills as sexual assertiveness, sexual 
control issues, partner communication and decision-making may be highly beneficial, but the 
needs may vary according to gender and other circumstances. Findings are discussed below 
regarding gender roles and power differentials in the context of heterosexual relationships, 
attitudes and barriers toward condom use, and sexual assertiveness, which may provide 
some insight into areas where potential gender risk differentials exist. 
Gender role expectations undoubtedly play a significant part in many relationships 
between men and women. This is probably more so with adolescents since teens are easily 
socially influenced, especially by peers (Sears, 1986). The dominance of men over women 
in heterosexual relationships is nearly worldwide, and this dominance is likely to permeate 
the area of sexual decision-making, specifically regarding protective behavior (WHO, 
1993c). The power dynamics that operate in sexual relationships may not encourage 
women to open a dialogue about protection, let alone to insist on it. In most cultures, 
negotiation has not been an area in which women have been encouraged to communicate, 
and/or negotiate, thus silencing women in sexual matters (WHO, 1993c) . Addressing 
power differentials in relationships and their potential correlation to various lllV-risk 
behaviors, is key to understanding women's interpersonal power in leading healthy lifestyles 
(Quina, Harlow, Morokoff, & Saxon, in press) . Fullilove, Fullilove, Haynes, and Gross 
(1990) found effects of traditional gender roles African-American women, where sexual 
communication difficulties were aggravated by an imbalance of power . For instance, the 
notion that men were allowed by tradition to have sexual freedom was evident; however, 
the reverse scenario for women did not hold true. 
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Barling and Moore (1990) report that girls tend to be more compliant toward social 
norms, which presents difficulty in the initiation of condom use since this task has been 
traditionally seen as the man's responsibility. These outcomes, like other reported gender 
differences and the continuing prevalence of gender role stereotypes (e.g., Broverman, 
Vogel, Broverman, Clarkson, & Rosenkrantz, 1972; Gilligan, 1979, 1982; Miller, 1986; 
Stern, 1990) are assumed to reflect the differential socialization and intrapersonal processes 
for young women. Although it is assumed that men and women are relatively equal in their 
potentialities for risk behavior, actual behaviors may differ widely as a function of personal 
choice, the behavior of others, situational contexts and socialization differences. Cultural 
values and norms, peer pressure and customs within adolescent groups often dictate gender 
role behavior which may indirectly influence risk behavior ( e.g., Airhihenbuwa, DiClemente, 
Wingood, & Lowe, 1992; Damond, Breuer, & Pharr, 1993; Dancy, 1991; Jemmott & 
Jemmott, 1991; Kalichman & Coley, 1995; Kalichman, Kelly, Hunter, Murphy, & Tyler, 
1993; Schinke, Botvin, Orlandi, Schilling, & Gordon, 1990; Stevenson & Davis, 1994; 
Stevenson, Gay, & Josar, 1995; Wingood & DiClemente, 1992). 
Presumably, variables such as self-efficacy, sexual assertiveness, substance abuse 
and sexual behavior may vary according to gender; however, there are limited data to 
substantiate the assumption. This assumption is made by the observance that often, within a 
cultural context, mixed messages are conveyed regarding the acceptability of sexual and 
contraceptive experiences for adolescents (Brooks-Gunn & Furstenberg, 1990), which may 
have a direct reflection in behavior. Self-efficacy and sexual assertiveness for initiating and 
negotiating condom use and for partner communication have yielded significant gender 
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differences, with young men exceeding young women (Lang, 1994). Women may face a 
dilemma when responsible acts of safe sex conflict with maintaining their relationship. For 
example, adolescent girls are more likely to stay with their male partner who is injecting 
drugs in order to help their partner stop using, than are young men in the reverse situation 
having a female intravenous drug using partner (Barnard & McKeganey, 1990). Data 
suggest that when women revealed mv infection to male partners, the partners were more 
likely to become angry and withdraw, or eventually leave the relationship (Simoni, et al., 
1995). 
Sexually active young women have been found to have less partner communication 
assertiveness than their male counterparts (Lang, 1994). This finding coincides with past 
research which has postulated that young women may require specific assistance in 
assertiveness toward partner communication, and specific skills of how to use a condom 
(Barling & Moore, 1990). The ability to discuss with a potential partner about his or her 
sexual and drug activities is undoubtedly a risk factor to be considered. However, research 
has shown that inquiry may only provide an illusory sense of safety, as most men would lie 
about their sexual history to gain sex (Cochran & Mays, 1990; Keeling, 1989). Therefore 
young women with a strong sense of personal efficacy and communication skills may be 
likely to engage in unprotected intercourse, unless sufficient assertiveness skills for condom 
use are acquired. 
Data on gender differences in attitudes regarding condom use among adolescents, 
however, are rather mixed. For instance, adolescent women may hesitate more than young 
men to buy and carry condoms, for fear of negative comments (Barnard & McKeganey, 
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1990; Rickert, Jay, Gottlieb, & Bridges, 1989; Sacco, Levine, Reed, & Thompson, 1991 ); 
or may even express an "anti-condom" sentiment (Demb, 1990). Among young men, 
condom use is inhibited by concerns about embarrassment, reduced sexual pleasure, 
ignorance about how to use them properly, and fear that using condoms will permanently 
interfere with fertility (Pleck, Sonenstein, & Ku, 1991; WHO, 1994a), while young women 
believed condoms were inconvenient to use (Kegeles, Adler, & Irwin, 1989). Despite being 
cognizant of potentially high risk in unprotected sexual activity, young men are more likely 
to place relatively low values on such outcomes compared to perceived positive value of 
immediate sexual gratification (Pendergrast, DuRant, & Gaillard, 1992). In another study, 
young men were more likely to place sexual precautionary responsibilities (e.g., condoms 
and birth control) on their partners (Moore & Rosenthal, 1991b). 
Fear of AIDS was found to be related to risk behavior, where among young women, 
those who reported behavior change had more fear of AIDS (Goodman & Kohall, 1989). 
Young women 8 to 16-years-old express a significantly greater fear of AIDS than their male 
counterparts (King & Gullone, 1990; Wilkins & Lewis, 1993), which suggests that young 
women may eventually bear the burden of promoting safe sex with their partners. Worry, 
or fear of AIDS, was hypothesized to predict behavior change in another study, but 
different patterns for women and men were found. In this study, more extensive sexual 
behavior histories were significant predictors of worry for young women, while perceptions 
of personal vulnerability and homophobia were significant worry predictors for young men 
(Cochran & Peplau, 1991). When compared with nonminority women, minority women 
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report less concern about AIDS and estimate their personal risk to be lower (Kalichman, 
Hunter, & Kelly, 1992). 
Much of the literature cites substance use as being associated with unsafe behavior, 
particularly reduced condom use (e.g., Aruffo, Gottlieb, Webb, & Neville, 1994; Koopman, 
Rosario, & Rotheram-Borus, 1994; Lowry, et al., 1994; Rotheram-Borus, et al., 1994). 
Stall (1988) noted significant gender differences with drug use, typically with young men 
being 2.3 times more likely to use alcohol and 8.4 times more likely to use "other drugs" 
prior to sexual activity, than young women. Condom use behavior and attitudes among 
youth appear to be gender related (Barnard & McKeganey, 1990); therefore, it would make 
sense to direct specific educational efforts to young men and young women appropriately, 
with specific emphasis on empowering young women in areas of assertiveness . 
The Transtheoretical Model: Stages of Behavior Change 
The Transtheoretical Model (Prochaska, 1979, 1984; Prochaska & DiClemente, 
1983, 1984), or stages of behavioral change model, describes behavior change as a gradual, 
continuous, and dynamic process, and has been successfully applied to a variety of 
behaviors such as smoking cessation (DiClemente, et al., 1991), weight loss (O'Connell & 
V elicer, 1988), sexual and HIV-related behavior change including condom use, self-efficacy 
and decisional balance (CDC, 1993i; Bowen, & Trotter, 1995; Freeman, Cohn, Corby, & 
Wood, 1991; Galavotti, et al., 1995; Grimley, Harlow, Morokoff, & Quina, 1992; Grimley, 
Riley, Bellis, & Prochaska, 1993; Pino, 1993; Prochaska, et al., 1990, 1994; Redding, 1993; 
Redding, Rossi, Velicer, & Prochaska, 1989; Redding, & Rossi, 1993a, 1993b; Schnell, 
Galavotti, & O'Reilly, 1993). Individuals do not move directly from old behaviors to new 
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ones, according to the Transtheoretical Model, but rather progress through a sequence of 
four discrete stages : Precontemplation (no intention to change behavior , unawareness of 
risk or decision not to change); Contemplation (formed intentions of change with minimal, 
specific plans to change in near future); Action (behavior change has been initiated relatively 
recently); and Maintenance (behavior change has been maintained consistently for an 
extended period of time) . The pace of movement through stages varies greatly from 
individual to individual, as is the vulnerability to relapse, regressing back through stages . In 
terms of intervention , the model's view is that prevention be targeted to the stage the 
individual is in, to facilitate progressive movement through more desirable stages . Limited 
research has been conducted in the area of behavior change progression in adolescent sexual 
behavior, suggesting an examination of staging variables with potential risk variables may be 
instrumental for appropriate, effective intervention and prevention applications. 
Qualitative Research 
In a previous study (Lang, 1994), handwritten feedback provided by adolescent 
participants in the "additional comments" section, provided an awareness that self-report, 
paper and pencil surveys may not always capture the information desired . For example, one 
adolescent provided separate explanations in the margins for many of her answers to the 
knowledge inquiries, while another discussed risk behavior of a close friend. Many 
elaborated further about specific relationships, dilemmas, strategies they have undertaken 
for safe sex, and/or provided feedback on the ease or difficulty responding to the survey 
questions. Others asked questions about AIDS indicating some misconceptions continued 
to prevail. Due to the anonymous nature of the previous study, such individual questions 
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could not be answered, as it was impossible to determine which study participant made the 
inquiry. The current study began with awareness that teens had much more to contribute 
beyond fixed survey answers, therefore the decision to use informal focus groups was made 
to supplement the teens' quantitative responses . 
Many investigators note the value of qualitative strategies such as focus groups 
which can yield information not available to researchers through other methods (Fullilove, 
Fullilove, Haynes, & Gross, 1990; Manning, Balson, Brenberg, & Moore, 1989; Patton, 
1991). For instance, focus group methodology has been useful in the exploration of 
sensitive issues such as sexual behavior and decision making (Desvousges & Frey, 1989; 
deVries, Weijts, Dijkstra, & Kok, 1992; Fullilove, Fullilove, & Haynes, 1990; Joseph, et al., 
1984; Kline, Kline, & Oken, 1992; Morgan & Krueger, 1993; Steckler, McLeroy, 
Goodman, Bird, & McCormick, 1992); the impact of poverty on and HIV-risk (Nyamathi & 
Vasquez, 1989); and the evaluation and refinement of survey instruments (Fuller, Edwards, 
Vorakiphokatorn, & Sermski, 1990; Morgan & Krueger, 1993; O'Brien, 1990). 
Additionally, anonymity and confidentiality of focus group responses can be easily 
maintained by moderating self-disclosure on sensitive topics and reducing respondents' 
potential uneasiness by having youth begin statements with, "I know someone who ... " 
(Morgan & Krueger, 1993). 
Overview 
Special emphasis must be placed on the identification of adolescents as an at-risk 
population. Given available adolescent statistics and the fact that AIDS is presently an 
incurable, fatal disease, emphasis must be placed on correctly identifying behavior and 
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attitude predictors . Since many adolescents appear to lack sufficient AIDS knowledge , 
carry several misconceptions, and most importantly, engage in a myriad of high risk 
activities that increase their likelihood of contracting HIV and spreading it further, they 
clearly represent a vulnerable, at-risk population . 
Pilot research (Lang, 1994) demonstrated a need for more accurate assessment with 
risk predictors, especially in the area of alcohol use, substance abuse, and gender differences 
in sexual assertiveness skills for condom use and partner communication . Moreover, the 
added comments provided by participants in the Lang (1994) study indicated a need to 
direct attention beyond traditional paper-and-pencil instruments in order to adequately 
address the concerns adolescents may have regarding HIV/AIDS research, intervention and 
prevention strategies . The present study sought to expand on previous research by 
assessing a diverse population of youth conference goers from diverse socio-economic and 
ethnical backgrounds and an intact group of high school students from a middle-class, rural 
setting in Connecticut , utilizing a revised survey instrument , and supplemental qualitative 
assessment in the form of informal focus groups . 
In addressing this need , the present investigation focused on: ( 1) further 
development of a psychometrically sound instrument for adolescent risk assessment utilizing 
a questionnaire previously piloted with a sample of over 200 teens (Lang, 1994); (2) 
examination of possible correlates among knowledge , attitudes and risk behavior ; (3) 
identification of gender differences among potential risk predictors; and ( 4) supplementing 
quantitative survey data with qualitative methodology derived from small focus groups with 
teens . 
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Research Hypotheses 
In this investigation, it is hypothesized that: 
( 1) a higher potential risk, as defined by the combined components of sexual 
assertiveness, (predicted or actual) for condom use and partner communication, will be 
associated with lower AIDS knowledge and higher AIDS misconceptions, higher perceived 
susceptibility for AIDS risk, higher homophobia, and higher substance use and substance 
abuse, among both the sexually active and nonactive youth, across both genders; 
(2) among those teens who are sexually active, a higher risk for AIDS, as defined 
by number of unprotected intercourse occasions and number of intercourse partners, will be 
associated with lower AIDS knowledge and higher misconceptions, lower condom use 
efficacy, lower sexual assertiveness, higher perceived susceptibility for risk, higher self and 
partner-risk histories, and higher substance use and abuse, across both genders; 
(3) higher levels of risk, as estimated by each participant, will be associated with 
lower AIDS knowledge and higher AIDS misconceptions, lower condom use efficacy, 
lower sexual assertiveness (actual or estimated), higher perceived susceptibility for risk, 
higher homophobia, and higher substance use and abuse, among the sexually active and 
nonactive participants, across both genders; 
(4) gender differences will be found between the sexually active young men and 
women on behaviorial components, where young men will have higher incidences of 
substance use and abuse, higher sexual assertiveness, and consequently, a higher risk for 
AIDS, as defined by number of unprotected intercourse occasions and number of different 
intercourse partners, and lower partner-risk than the sexually active young women; 
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( 5) differences between the sexually active and nonactive adolescents will be found 
across the cognitive, attitudinal and behavior variables where the sexually active young men 
and young women will have: 
(A) lower measures of AIDS knowledge and higher AIDS 
misconceptions, than the nonactive adolescents; 
(B) lower condom use efficacy, higher perceived susceptibility for 
risk, and higher homophobia than the sexually nonactive adolescents' 
estimated self-attitudes or predicted behavior of the same; and 
(C) higher substance use and abuse, and lower measures of sexual 
assertiveness, than the nonactive adolescents' actual or predicted behavior of 
the same. 
Method 
Participants 
All adolescent participants between the ages of 13 through 19 attending the 1994 
Eastern States Regional Youth-to-Youth Conference (July 18-20, 1994) at the Roger 
Williams University, Bristol, Rhode Island were invited to participate in this study 
("Conference Youth") . The annual Youth-to-Youth program emphasizes peer leadership, 
drug education and information, personal growth and healthy life skills, positive programs 
and drug-free fun activities, attracting youth from the Eastern United States, Jamaica, 
Bermuda, and Cayman Islands . Workshops include discussion and role playing exercises in 
teaching social skills and decision-making strategies in the prevention of AIDS/IIlV/STDs 
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and drug use. Participation is funded by various community facilities, schools, youth 
groups, or privately by parents . Some participants are former substance users/abusers , who 
are funded by various mental health and residential programs. Participants must provide a 
parent consent for conference participation as well as pay a fee for the 3-day conference for 
housing, meals, conference materials, and recreational events . 
Approximately 300 adolescents attended the 1994 Youth-to-Youth conference, 56 
percent were young women, and 44 percent young men. Conference Youth represented a 
diverse population with approximately 40 percent of the entire group being either African-
American, Asian-American, Hispanic-American , Native-American or of island descent. 
Approximately 51 percent of the participants were from Rhode Island, Massachusetts or 
Connecticut, while the remaining half were from a variety of areas in the Eastern United 
States, or Bermuda, Jamaica or the Cayman Islands . 
All junior and senior high students (n = 956) enrolled at Griswold High School in 
Jewett City, Connecticut during the Fall, 1994 semester were also invited to participate in 
the study ("School Youth") . The Griswold High School population for the 1994-95 school 
year had equal numbers of men and women, representing primarily European-Americans 
(94 percent) , from a middle class, rural area, and were between the ages of 12 and 18. 
Measures 
Five components were measured in the 163-item questionnaire : (1) general 
demographics and background information; (2) cognitive; (3) attitudinal ; ( 4) behavior risk; 
and (5) educational and environmental, explored by another researcher (Burkholder , 1994). 
Several sub scales were included under each component of interest. 
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During a previous investigation of 192 heterosexual adolescents (Lang, 1994), scale 
items were factor analyzed within four general areas of interest: AIDS locus of control, 
cognitive, attitudinal and behavioral. Subscales were developed with items which loaded 
significantly on one factor only with a conservative cut of . 40 for inclusion of a variable on a 
factor. The reliability of each scale and all subscales was determined using Cronbach's 
Alpha (a.). Since the alpha coefficient obtained for the AIDS Locus of Control Scale 
originally included in the first investigation was found to be low (a.= .55); and, the internal 
and external Locus of Control subscale factors were highly correlated with the two sexual 
assertiveness subscale factors in the behavior scale (ranging from .21 to -.52), this scale was 
dropped in the current investigation. 
Demographics. Gender, age, geographic location, ethnicity, marital status, religion, 
religiosity, living situation and parental level of education make up the background 
demographics (see Appendix A). 
Cognitive Measures. The cognitive component consisted of a compilation of items 
derived from previously developed scales to assess AIDS knowledge for ages 14 to 18 
(DiClemente, Zorn, & Temoshok, 1986; DiClemente, Boyer, & Morales, 1988) and ages 11 
to 16 (Siegel, Larazus, Krashovsky, Durbin, & Chesney, 1991). Originally, a pilot study 
was conducted in the Spring of 1993 prior to the Lang (1994) study with the new scale 
utilizing 20 members of the targeted age group which confirmed readability and produced a 
few minor changes to the original 4-point Likert scale. The original scale, composed of 
"definitely" and "probably" degrees of true and false, was changed to degrees of "yes" and 
"no," to eliminate "feelings of taking an exam," which was voiced by the pilot participants. 
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A fifth choice, "not sure" was added, as several suggested its inclusion. The pilot scale was 
comprised of29 items providing an assessment ofboth (1) factual AIDS knowledge and (2) 
knowledge of AIDS transmission. 
Nine items were removed from the Lang (1994) analyses which were answered 
correctly by 85 to 92 percent of the sample to reduce the skewness and ceiling effects of the 
knowledge component. After all inconsistent and complex items were removed with the 
factor analysis, 11 items remained loading on two factors: Factual AIDS Knowledge and 
Transmission/treatment Knowledge. The two-subscale solution accounted for 49 percent of 
test variance with a fairly high reliability for entire scale ( a = . 77), as well as for each 
subscale (Factual Knowledge, a = . 78, and Transmission/treatment Knowledge, a = . 75) . 
In the current study, eight new items were added to the cognitive scale in order to 
assess more thoroughly knowledge of AIDS transmission, as well as participants' perceived 
knowledge of AIDS . The additional items developed by a co-investigator (Burkholder, 
1994) were included in a previous study (Lang, 1994). Commonly held misconceptions 
about IIlV/AIDS have been noted to prevail within the adolescent population (e.g., Lang, 
1994), and constituted a separate hypothesized scale in the current study in order to reduce 
error in factor structure and ease interpretation . The 19 cognitive items and the 
hypothesized four-subscale structure (Factual AIDS Knowledge, Transmission Knowledge, 
Perceived AIDS Knowledge and Misconceptions) are presented in Appendix B, with items 
13 through 19 being the new additions. 
Attitudinal Measures . Attitudinal components were originally divided into two 
subscales comprised of a total of 14 items, Condom Use Efficacy, and Perceived Risk for 
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AIDS, both taken from The URI Health and Lifestyle Survey (Harlow , Quina, & Morokoff, 
1991). A seven-item scale was constructed for assessment of Condom Use Efficacy 
(Harlow, Quina, & Morokoff, 1991; Prochaska, et al., 1992; Sorenson, Gibson, Heitzmann, 
Dumontet, & Acampora, 1988), and seven items measuring Perceived Risk for AIDS from 
the Harlow, et al. (1991) survey . 
Factor analyses, however, revealed that the 14 items comprising the attitudinal 
scales successfully loaded on three subscale factors rather than the originally hypothesized 
two, with no inconsistent or complex items. The original subscale, Condom Use Efficacy, 
remained intact with all 7 item loading highly (a= .92), and two separate factors were 
formed with the remaining 7 items . The constructs associated with each of the remaining 
factors were identified as Perceived Risk for AIDS composed of 5 items ( a = . 77), and 
Perceived Self-efficacy for AIDS Prevention with 2 items (a= .82) . The new factor, 
Perceived Self-efficacy for AIDS Prevention , seemed to be a self-efficacy measure for 
global avoidance, while the Condom Use Efficacy sub scale is situationally specific to 
condom use . Total reliability for the Attitudinal Scale was .73. 
In the current study, 14 items reflecting Homophobia and Fear of AIDS were added 
to the attitudinal scale for a more in-depth examination of youths' attitudes about AIDS and 
sexual behavior. These items were developed by a co-investigator to explore the 
relationship of homophobia and AIDS risk with a slightly older adolescent population 
(Burkholder , 1994; Lott, 1991) . With the addition of these two subscales , it was 
hypothesized that the original Perceived Risk for AIDS subscale, or more accurately 
labeled , Perceived Susceptibility for Risk, would remain intact, revealing a total of four 
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subscales: Perceived Susceptibility for Risk, Condom Use Efficacy, Homophobia and Fear 
of AIDS . 
The Perceived Susceptibility for Risk subscale is a susceptibility estimation based on 
global indicators of one's ability to avoid "risky" situations and/or "risky" partners and 
ability to protect oneself in reference to past encounters . Use of this subscale may be 
helpful in pinpointing adolescents ' attitudes toward personalizing their own potential risk 
behavior. More particularly, youth identified perceived invulnerabilities, or risk denial, 
based on inconsistencies or discrepancies with their reported sexual behavior, as well as 
their responses from the single item that had them rate themselves for their own level of risk 
on a 5-point scale. 
Condom Use Efficacy measured condom use in specific situational contexts ( e.g. 
pressured, angered partner) and internal affective states ( e.g. depression, fear, anger) . 
Homophobia and Fear of AIDS are represented by items stereotyping HIV/AIDS with 
specific populations and associated fears of exposure based on such stereotypes , 
respectively . The 26 items comprising the Attitude Scale and the hypothesized four-
subscale structure are listed in Appendix C. 
Behavioral Measures . Originally, the behavioral components were measured by four 
subscales: (1) Substance Use (alcohol and other drugs), (2) Substance Abuse, (3) Sexual 
Assertiveness, and ( 4) AIDS Risk by sex history, sexual behavior, condom use, and a single 
item self-evaluation of current risk. Alpha coefficients were found to be relatively high for 
all the behavior subscales: Substance Use (a= .90), Potential Substance Abuse (a= .89), 
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Serious Substance Abuse (a= .82), Sexual Assertiveness Partner Communication (a= 
.94), and Sexual Assertiveness Condom Use (a= .85) . 
Pertaining to substance use and abuse, seven items were selected from the Harlow, 
et al. (1991) survey to measure the same with minor adjustments to the questions referring 
to drugs, collapsing hard substances into one question . The Substance Abuse scale 
composed of 16 items was also taken from the Harlow, et al. (1991) survey with no 
adjustments made. In the previous study (Lang, 1994) the 23 original items comprising the 
substance use/abuse portion of the Behavioral Scale remained intact with two interpretable 
subscale factors, having a full scale reliability of .82. However, one item from the 
Substance Abuse sub scale was adopted in the Substance Use factor having a high loading of 
. 7 4. The remaining Substance Abuse items were further divided into two factors which 
were interpreted as Potential Substance Abuse and Serious Substance Abuse, in the Lang 
(1994) study . In the current study, Substance Use measured amount and frequency of 
substance use over the past year, alcohol and other drugs inclusive, while Substance Abuse 
reflects frequency of problem areas indicating potential abuse (e .g., while under the 
influence: drove a car, arrested, tried to kill self, etc .). 
Pertaining to sexual assertiveness, ten items were selected as the subscale 
components developed by Quina, et al. (1990) originally measuring sexual initiation, refusal 
for sex and birth control. The selected items focus primarily on (1) initiating condom use, 
and (2) partner communication (ability to discuss partner history and protective methods) . 
Slight revisions were made including removing the sexual initiation component of sexual 
assertiveness, thus creating a more suitable scale for the intended younger population. In 
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the current study, Sexual Assertiveness Condom Use is more specific to ability to insist on, 
negotiate and follow through with condom use if personally desired, while Sexual 
Assertiveness Partner Communication measured the participant ' s ability to discuss and/or 
inquire about various sexual risks of their partner (e .g., partner's past partners , STDs, 
needle drug use) . 
Pertaining to sexual experience, measures of the participant 's sexual history, 
behavior and condom use were also adapted from the Harlow, et al. (1991) survey with the 
removal of extremely sensitive sections regarding childhood sexual abuse and detailed items 
of explicit sexual acts . Minor adjustments were made in the wording for gender-neutral 
item content. Twenty items were used that pertain to sexual history and condom use with 
an additional eight-item matrix measuring sexual risk which focuses on the frequency of 
unprotected intercourse during the past year. A single item referent to condom use at last 
intercourse has been established as a poor surrogate for assessing HIV-risk because it does 
not consider either consistency of use, number or partners , or degree of exposure (Nangle 
& Hansen , 1993; Smith, McGraw, Crawford , Costa , & McKinlay, 1993). Use of a behavior 
matrix is deemed more appropriate . One additional item was adopted from the Kelly, et al. 
(1990) study which had the participants estimate their level of risk on a 5-point Likert scale 
from "no risk" to "high risk." The "sex partner " definition taken from the above-mentioned 
Harlow, et al. survey was also retained in the current questionnaire , but slight modifications 
were made for a more subtle description (see top of Appendix D). The decision to include 
such a definition was based on past research findings that have indicated measurement error 
due to terminology and question structure , particularly with the adolescent population . 
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Measurement error has been noted due to confusion in terminology pertaining to specific 
sexual activities; therefore, the usefulness of providing definitions has been emphasized as a 
way to reduce such misconceptions and to increase scale validity (Catania, Gibson, 
Chitwood, & Coates, 1990). Careful consideration was given to the format and rewording 
so as not to promote a feeling of inadequacy or to identify individuals who have never been 
sexually active (e.g., by completing the survey rather quickly) . Thus, by having sexually 
nonactive youth complete the entire survey, predicting behavior in areas where behavior has 
not occurred, their sexual activity status remained confidential to other nearby participants. 
Additionally, the questionnaire was designed in a sequence format in which less sensitive, 
potentially uncomfortable questions precede the more sensitive inquiries regarding 
substance use and sexual behavior, which is noted in the literature as most desirable 
arrangement to reduce uneasiness (Stanton, Black, Keane, & Feigelman, 1990) . 
Pertaining to additions to the behavioral component, sexual behavior together with 
substance use was examined . Although, the relationship between substance use and sexual 
behavior risk was examined in the previous study (Lang, 1994), and an interpretive flaw in 
the self-report measure design with these two variables was discovered. Measures of 
overall substance use and measures of unprotected intercourse were collected, and the 
relationship between these two variables was examined. However, the design did not 
include the frequency of alcohol use or drugs in conjunction with sexual activity, more 
specifically, whether alcohol or drugs were used prior to sexual encounters . Three specific 
questions were added inquiring about frequencies of drinking or drug use prior to sex, in 
order to determine more accurately the relationship between substance use/abuse and 
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likelihood of condom use. Potential risks secondary to sexual behavior in the current study, 
were divided into two new sub scales reflecting risk behavior on the part of the participant 
as well as for the participants' sex partner(s) . A new composite , Self-risk History, is an 
indicator of potential AIDS risk based on sexual history , including length of involvement 
with current partner, age of sexual onset, number of lifetime partners, number of partners in 
the past year, and substance use prior to sex. Similarly, Partner-risk History measured risk 
of exposure given participant's past sex partners and partners' sexual behavior (e.g., 
certainty of exposure of past partner( s ), estimates of number of partners most recent partner 
has had, needle-us ing and/or HIV-positive partners, etc.). The 60 items comprising the 
Behavior Scale, and the six hypothesized subscale structure (Sexual Assertiveness Partner 
Communication, Sexual Assertiveness Condom Use , Substance Use, Substance Abuse, 
Self-risk History , and Partner-risk History) are listed in Appendix D . 
Initially ten parents of adolescent children volunteered in the Spring of 1993 to 
review the questionnaire in the Lang (1994) study, for questionable content matter if 
administered to the intended target group . Slight changes were made with reference to the 
"sex partner" description as a result. As mentioned above , the original version in the 
Harlow , et al. (1991) survey was revised to a more subtle wording . All ten agreed that the 
present material was appropriate and non-threatening, and believed that possible increased 
knowledge of personal behavior habits and AIDS awareness would be beneficial and would 
not be harmful to their child; especially given anonymity of individual responses . 
Psychosocial Measures . Additional subscales were also included in the present 
survey regarding AIDS education and environmental aspects of AIDS , as well as their 
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potential influence on behavior. These items, together with the Homophobia and Fear of 
AIDS subscales were developed for future analyses by a co-investigator in the Experimental 
Psychology program at URI (Burkholder, 1994). These additional items were factor 
analyzed for scale structure purposes only, and were not explored further in the current 
study. The 46 additional psychosocial items and hypothesized four-subscale structure are 
listed in Appendix E. 
Codebook. A codebook was prepared for subscale ranges and scoring for the IBM 
version of the Statistical Package for the Social Sciences personal computer version 4.0 
("SPSS PC+") (Norusis, 1990). Codebook items are presented in scale and subscale 
clusters reflecting the results of complete exploratory and confirmatory factor analyses in 
the current study, more fully detailed in sections to follow. Scale adjustments and reverse 
coding are included (see Appendix F) . 
Focus Group Semi-Structured Interviews . Feedback checklists regarding both the 
survey instrument and the focus group process were provided to each group attendee, and 
semi-structured questions were prepared in advance covering several areas of discussion 
(see Appendix G). Feedback adjectives represent equally negative and positive selection 
choices with one neutral item. Focus group topics included: AIDS research (survey 
feedback, and suggestions for AIDS prevention strategies); the scope of the AIDS 
pandemic (adolescents' perceptions of age groups , geographical locations and populations 
afflicted, and homophobia); societal dilemmas (insurance issues, segregation, and 
pregnancy) ; and risk pertaining to teenagers (risk situations, resources for information, and 
assertiveness). 
48 
Procedure 
Approximately 1,250 youth (Conference and School Youth) between the ages of 12 
and 19 were asked to anonymously complete a 163-item paper-and-pencil survey, 
measuring AIDS knowledge, attitude, psychosocial influence, behavior risk and general 
demographic information. Completed surveys were returned in designated areas that were 
conducive to anonymity. 
During the Summer of 1994 ( for Conference Youth) and Fall semester of 1994 ( for 
School Youth), adolescents were provided an overview of the investigation either verbally 
from the primary investigator, verbally from class instructors, visually by school-based 
televised announcements, video promotions, posters, and/or through typed informative 
handouts. Information included a general overview regarding "an investigation of teenage 
health and lifestyle behaviors," using an anonymous paper-and-pencil survey which 
emphasized confidentiality of the participants . School Youth were offered an optional 
discussion period afterward, while Conference Youth participated in discussion groups as 
part of the conference program. Interested potential candidates were requested to acquire 
parental consent prior to participation. Adolescents and parents or guardians were provided 
with a brief description of the study along with an explanation of the potential benefits of 
participation. Benefits included: (1) increased knowledge of AIDS-related issues; (2) 
increased awareness of one's own behavior; and (3) providing the researcher with valuable 
information with regard to potential adolescent HIV-risk behaviors . 
Six half-hour focus groups were undertaken with the Conference Youth as part of 
the conference program, with the primary investigator as group leader and a 17-year-old 
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Caucasian man as co-facilitator. These six sessions consisted of the same nine adolescents, 
six young women and three young men, ranging in age between 13 and 15 years (mean age: 
14). Conference Youth group attendees were primarily Caucasian, with one member of 
Hispanic origin, and were from varied backgrounds ranging from aflluent to one member in 
foster care with a sexual abuse history. Half of the group members were from Rhode 
Island, while the remaining participants represented Pennsylvania, New York, and New 
Hampshire . These six half-hour focus groups served as a pilot study for relevant topics 
areas to explore with the School Youth population later in the same year, while 
simultaneously conforming to the Youth Conference discussion format. 
Twenty-two informal focus groups comprised of two to ten individuals from the 
School Youth population met with the researcher after survey completion for approximately 
one hour, to acquire feedback about the survey and to discuss any concerns the adolescents 
may have had about HIV/AIDS. Discussion group opportunities were open to all survey 
participants who would like to attend. With permission from group attendees, the 
researcher, as group leader, and a 23-year-old Caucasian woman, as co-facilitator, compiled 
notes of the responses during discussion periods. 
Focus group participants were allowed to deviate from the prepared question format 
if the material discussed was relevant to AIDS and/or AIDS research . The role of the 
group leader was primarily to facilitate conversation, as all information discussed within the 
group as a whole, and any ideas raised, conclusions drawn, etc ., are strongly indicative of 
the behaviors and social conditions that characterize the adolescents' community (WHO, 
1993c). This method allowed the group leader to assess the circumstances, needs and 
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prevalence of educational gaps in the participants' prior knowledge and experience. 
Questions were answered and misconceptions corrected by the group leader only at the 
close of each focus group in order to allow other participants an opportunity to respond to 
their peers. Misconceptions raised in the group were addressed tactfully, by selecting some 
accurate portion of a participant's statement prior to correction and affirming its truth, or by 
offering portions of the statement to the group to discuss . 
Conference Youth participated in half hour focus groups with the current 
investigator as part of their conference agenda twice per day for the 3-day period . 
Information and topics presented from Conference Youth constituted a pilot study for areas 
requiring a more comprehensive assessment from which the semi-structured interview 
questions were developed . Volunteers were recruited from the School Youth survey 
participant pool to partake in more in-depth informal discussions about HIV/AIDS, and 
reflect the majority of the qualitative results presented herein. Self-disclosure was 
moderated by instructing participants to answer questions in general, with encouragement 
not to disclose whether any personal or sensitive information pertained to themselves, or 
someone they know, by beginning their responses with, "I know someone who ... ". 
Two separate $50 cash bonus incentives were offered to School Youth for 
participation, one for survey participants and another for focus group participants, with the 
potential for any individual to win $100. Similarly, incentives for Conference Youth 
participants were awarded; however, at the Conference Administrator's request, two $50 
gift certificates for the Youth Conference gift store were offered, rather than cash. All 
youth were given bonus tickets for participation. Winners were drawn at the closing 
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ceremonies at the Youth Conference for Conference Youth, and in December , 1994, in the 
main office with office administrators as witnesses for School Youth . 
Informed Consent. Passive consent forms were utilized for Conference Youth since 
parental consent for conference attendance was previously obtained (see Appendix H). 
Parents of Conference Youth received consent forms in registration packets, and were 
directed to return the form at the registration table if they did not want their child to 
participate in the study. No Conference Youth parent objected to their child's participation . 
A cover letter to parents of School Youth ( see Appendix I) was provided with 
parental consent forms (see Appendix J) prior to administering the questionnaire . Only 
those adolescents returning parental consent were allowed to participate, unless the 
adolescent was 18 or older. Informational packets for parents which included cover letter, 
consent forms, and telephone numbers for further resource information ( see Appendix K) 
were distributed to all School Youth, along with an informational flyer, during homeroom 
periods in September, 1994, and again during lunch hours the following week for those who 
did not receive or misplaced their parent packets . Signed parental consent forms were 
returned to the main office or directly to the researcher on prearranged survey dates . 
The letter assured confidentiality of the child's survey and focus group participation, 
and anonymity of the child's survey responses, and emphasized the possible benefits that 
could be derived from the study. A similar cover letter was provided to all participants (see 
Appendix L) before completing the survey. Participants were provided informed assent 
forms (see Appendix M for Conference Youth, and Appendix N for School Youth) prior to 
survey completion and focus group participation. Informed consent and assent forms 
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reassured parents and participants of strict anonymity of survey responses, confidentiality of 
participation, confidentiality of focus group discussion to the extent possible, and that all 
responses would be used for psychological research purposes only and would be reported in 
grouped data which would not reveal specifics regarding any individual. Additionally, all 
youth received resource numbers for further information either on their assent form 
(Conference Youth), or on informational resource cards (School Youth) distributed at both 
survey and focus group periods . 
Confidentiality. Confidentiality was further guarded by having informed consent and 
assent forms collected separately from the surveys prior to survey participation . Further, no 
information was obtained that could identify any particular individual on the survey itself 
Precautions were taken to ensure that identities of participants were kept in strict 
confidence, as only the principal investigator would have the acquired consent and assent 
forms. Names in the sample pool derived from the consent and assent forms are kept in a 
locked file drawer in room 6 of the Social Sciences Research Center, CPRC Building in 
Kingston . 
Parents were assured that only group data would be analyzed and that no individual 
profiles would be available. Precaution was also undertaken to ensure that focus group 
discussions remained confidential to the extent possible. Focus group participants were 
encouraged to speak about "somebody they know" in order to put each attendee at ease 
about discussing personal matters or sensitive issues and to moderate self-disclosure. 
Risks Involved . Minimal risk was present in the study due to the sensitivity of some 
of the questions concerning sexual experience, attitudes, and use of alcohol or drugs . 
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Telephone numbers for assistance and informational resources were provided to all 
participants and their parents, including a toll-free URI number, in the event they wanted to 
talk to someone or to ask any questions that may arise from participation in this research 
project. Additional resources and informational brochures from RI Project AIDS and the 
HIV/AIDS Information Lines ofEastern Connecticut were offered to parents and 
participants upon request. Further opportunities to discuss any concerns were offered to 
participants individually or within a group format after survey completion and after focus 
group participation. Additionally, the principal investigator offered parents of potential 
participants individual or group opportunities to have their questions answered, allow them 
to review the survey, or discuss any concerns they may have had regarding the study. 
Finally, the primary investigator was available during the entire course of the three-day 
adolescent conference for Conference Youth and their parents; and, a toll-free, 800 number 
was installed for School Youth and their parents, for questions and issues regarding this 
study. 
One Conference Youth parent utilized the researcher for informational resources, 
and several Conference Youth participants inquired about HIV/ AIDS transmission and were 
provided verbal information and pamphlet resources. Two School Youth parents utilized 
the toll-free number in a positive manner, inquiring for additional informatio~ about how 
their child may be involved in the study. Finally, at the request of the School Social 
Worker, the primary investigator returned to speak with two School Youth students 
(brothers) to provide educational resources and support, as they had recently lost a relative 
to AIDS . 
54 
Analytic Procedures 
Data analyses for quantitative survey data were performed using the SPSS PC+ 
statistical program, version 4.0 for IBM personal computers (Norusis, 1990). Exploratory 
and confirmatory factor analysis were conducted to examine the structure and confirm the 
orthogonality between the major scales (Cognitive, Attitudinal, Behavioral and 
Psychosocial) and 14 subscales (Factual AIDS Knowledge, Transmission AIDS Knowledge, 
Perceived AIDS Knowledge, Misconceptions, Perceived Susceptibility of Risk, Condom 
Use Efficacy, Homophobia, Fear of AIDS, Substance Use, Substance Abuse, Sexual 
Assertiveness Partner Communication, Sexual Assertiveness Condom Use, Self-risk 
History, and Partner-risk History, as well as Psychosocial variables consisting of 
Environmental and Educational Influence) . Cronbach's alpha was calculated for each final 
scale to assess the internal reliability, and individual scale composite scores were computed 
by summing loadings (~:.40). 
Descriptive statistics were computed for means and standard deviations for 
demographics on all subscale composites . Additional descriptive statistics were computed 
for gender comparisons, and for comparisons of sexually active and nonactive subgroups, 
across all scales and subscales. Descriptive statistics were also computed for present and 
predicted stages of change for condom use among the sexually active subgroup, by gender. 
Standard multiple regression analyses ("N.fRA.s") were utilized to examine the 
significance of various predictor variables for potential risk with sexually nonactive, AIDS 
risk for sexually active, and all participants' own risk estimates. One-way Multivariate 
Analyses of Variance ("MANOV As") and follow-up Analyses of Variances ("ANOVAs") 
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were performed to determine whether group differences exist between genders and between 
the sexually active and nonactive adolescents , across all areas of investigation . Since 
researchers have questioned many studies correlating substance use and/or abuse with high-
risk sexual behavior (e.g. , Leigh & Stall, 1993 ), particularly if measures address whether the 
individual used substances prior to engaging in risky behavior (Leigh, 1990; Martin, 1990; 
Valdiserri, et al., 1988), analyses were undertaken to examine such behaviors . 
Qualitative data analyses include response frequencies by gender and age where 
possible, in relation to quantitative findings, as well as knowledge gaps indicated by 
frequent comments and/or inquiries, and misconceptions reported by focus group attendees . 
Results 
Demographics 
Of the 300 Conference Youth, 130 completed surveys, yielding a 43 percent 
participation rate . Participation among School Youth was considerably lower , with 110 of 
956 completing questionnaires for a participation rate of 12 percent. Thus, the overall 
participation was 19 percent (240/1256). Only one survey was deemed unusable, reducing 
the Conference Youth sample to 129. Demographic information separated by gender is 
provided for the 239 completed surveys in Table 1. Marital status has been eliminated from 
the demographic profile as all participants reported having "single" status . 
Insert Table 1 about here 
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Of the 239 participants, 157 (66 percent) were young women, and 82 (34 percent) were 
young men. Both samples had an approximate two-third to one-third ratio of young women 
to young men participants. Significant differences were found between the two samples for 
age (E(l, 237) = 32.96,p<.001), with the mean age of Conference Youth being one year 
greater than the School Youth (15.5 versus 14.5 years, respectively); and correspondingly 
grade, being one year higher (E(l, 237) = 31.59,p<.001), (10 .2 versus 9.0, respectively). 
A significant difference between the two samples was also evident for ethnicity (E(l, 237) = 
21.50,p<.001), revealing the School Youth as less ethnically diverse (97 percent 
Caucasian) than the Conference Youth sample (71 percent Caucasian) . Conference Youth 
reported being slightly more religious and/or spiritual on a 5-point scale (mean score 3 .1; 
"somewhat") than School Youth counterparts (mean score 2. 7 "slightly to somewhat") 
(E(l, 237) = 6.42,p<.0l). Although a significant difference was not found in mother's 
education between the two samples (most reporting "high school graduate" to "some 
college"), a significant difference was apparent in father's education, with Conference 
Youth reporting higher education for their fathers ("some college") in comparison to 
School Youths' reported educational level of their fathers ("high school graduate" to "some 
college") (E(l, 237) = 13.72,p<.001). Nearly 70 percent of participants in each sample 
reported currently residing with both parents at the time of surveying, with approximately 
one quarter of participants from each sample reporting that they were living with their 
mother only, showing no significant difference between groups. 
Given the significant findings of differences between groups with age (grade 
inclusive), geographic locale, ethnicity, and socio-economic status (as estimated by parents' 
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education), further confirmatory factor analyses of the scales were undertaken with 
dichotomized subgroups, discussed more fully in a later section . 
Quantitative Results: Scale Construction 
Procedure 
In order to increase the power of analyses, data were pooled from the four samples 
of adolescents who were administered the instrument. The two samples from the current 
study (Conference Youth (1994) and School Youth) and two samples from the Lang (1994) 
investigation, Conference Youth ( 1993) and Community Youth, were used for scale 
construction purposes only. The latter two samples are more fully described elsewhere 
(Lang, 1994), and generally represent similar populations to counterparts in the present 
investigation . Mean substitution was utilized for missing data for new items not offered to 
earlier Lang (1994) participants, and a 4-group comparison was computed on final 
scale/subscale composition following exploratory and confirmatory factor analyses results. 
Items were factor analyzed with principal components extraction, utilizing a 4-
sample pool of 457 adolescents within four general areas of interest: Cognitive, Attitude, 
Behavior, and Psychosocial (Environment and Education) . Principal components analysis 
was utilized initially with both orthogonal and oblique rotation . Given the high inter-
correlation between subscales (above .30 in the majority of the cases), the oblique method 
of rotation was justified to reduce error (Tabachnick & Fidell, 1989, p. 636). All 457 
participants were included in each exploratory factor analysis unless stated otherwise, and 
each was followed by a confirmatory factor run with a random computer-generated sample 
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consisting of 50 percent of the original sample. Subscales were developed with items which 
loaded significantly on one factor only with a conservative cut of ::::_.40 for inclusion of a 
variable on a factor. Alpha coefficients on full scale and individual subscale components 
were calculated for determining scale/subscale reliability, utilizing the full sample pool when 
exploratory and confirmatory were found to be consistent. Response frequencies are 
provided within each section for the current sample only (Conference and School Youth); 
response frequencies have been provided elsewhere for the earlier two samples (Lang, 
1994). All subscale composite scores were converted to a 5-point scale for ease of 
interpretation, with a higher score indicating endorsement of a subscale. 
Cognitive Measures. The four hypothesized subscales constituting the Cognitive 
Scale remained intact, consisting of six items measuring Factual AIDS Knowledge (a= 
. 74); four items measuring Transmission AIDS Knowledge (a= .94); three items measuring 
Perceived AIDS Knowledge (a= .85); and six items measuring Misconceptions (a= .79). 
Total scale reliability was .81 with 61 percent of the variance accounted for in the 4-factor 
solution. As indicated in Table 2 (exploratory) and Table 3 (confirmatory) nearly all items 
presented with very strong loadings, with one item exception ("You can have AIDS and not 
know it."), rendering an acceptable .40. All items delineated clear factor structures having 
neither inconsistent nor complex item loadings . See Tables 2 and 3 for pattern matrices and 
factor correlation matrices for exploratory and confirmatory subscale structures. 
Insert Tables 2 & 3 about here 
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Response frequencies for the Cognitive Scale items are provided in Table 4 for the 
current (n = 239) sample participants only. 
Insert Table 4 about here 
Attitudinal Measures. The factor analysis run for the Attitudinal Scale rendered a 3-
factor solution, rather than the hypothesized 4-factor solution. Five items measured 
Perceived Susceptibility for Risk (a.= .73); seven items measured Condom Use Efficacy (a. 
= .92); and fourteen items measured Homophobia (a.= .91) . The two hypothesized Fear of 
AIDS items loaded significantly on the Homophobia subscale with loadings 2:.51 in both 
exploratory and confirmatory runs (see Tables 5 and 6). Due to clearly consistent loadings, 
these two items were retained as indicators relating in some manner to homophobia . 
Correlations between the two items in the hypothesized Fear of AIDS subscale, and the 
remaining 12 items in the hypothesized Homophobia subscale were significantly high for all 
sexually active young men (r = .65,p<.001); all sexually active young women (r = .52, 
p<.001); all sexually nonactive young men (r = .54,p< .001); and, all sexually nonactive 
young women (r = .52,p< .001) . Implications of these high correlations are discussed in a 
later section. The combined 14 items are hereinafter referred to as a measure of 
Homophobia , although two items within this scale have no specific reference to sexual 
orientation and are more indicative of Fear of AIDS. 
For the Attitudinal Scale, the 3-factor solution explained 54 percent of the variance, 
with a full scale reliability of .83, and no inconsistent nor complex items were found . Tables 
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5 and 6 show pattern matrices and factor correlation matrices for exploratory and 
confirmatory subscale structures. 
Insert Tables 5 & 6 about here 
Response frequencies for the Attitudinal Scale items are provided in Table 7 for the 
current (n = 239) sample participants only. 
Insert Table 7 about here 
Behavioral Measures. The hypothesized 6-factor solution for the Behavioral Scale 
rendered uninterpretable results when all items were included in the initial exploratory 
analyses, whether with free runs or forced factors. Subsequent factor analyses partitioning 
subscale areas into three areas, Substance Use/ Abuse, Sexual Assertiveness, and Behavior 
Risk History, improved pattern matrix interpretation; however, numerous items remained 
inconsistent and/or complex. It was postulated that the dichotomous nature of the 
participant's reported behavior (e.g ., substance use vs. nonuse; and/or sexually active vs. 
nonactive) may affect the factor analyses in the process of grouping items into interpretable 
subscales. Thus various subsample selections with substance users and sexually active 
youth were fully explored, and found to greatly enhance interpretation within each of the 
three above-mentioned areas for subscale construction . Factor analyses with Substance Use 
and Abuse utilized only the participants indicating substance use within the four samples, 
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while Sexual Assertiveness and Behavior Risk History analyses utilized only those 
participants who indicated sexual activity among the four samples. Finally, exploratory and 
confirmatory analyses were conducted with final subscale composite scores, first with all 
subjects, and secondly with a random 50 percent sample, to confirm subscale independence. 
With only the substance-using adolescents in the data pool (n = 308), exploratory 
factor analysis rendered a 2-factor solution, with eight items measuring Substance Use (a= 
.87), and 15 items measuring Substance Abuse (a= .90). One item ("I drove a car after 
having alcohol or drugs") was found to be complex, loading on both factors; however, in 
the confirmatory factor analysis, the interscale difference improved, thus the item was 
retained (see Tables 8 and 9) . The 2-factor solution accounted for 40 percent of the 
variance with a full scale reliability of .90. Tables 8 and 9 show matrices and factor 
correlation matrices for exploratory and confirmatory subscale structures . 
Insert Tables 8 & 9 about here 
Utilizing only sexually active youth (n = 268) in analyses, the Sexual Assertiveness 
subscales remained intact, rendering a 2-factor solution, with five items measuring Partner 
Communication Assertivenss (a= .93), and five for Condom Use Assertiveness (a= .85). 
No items were found to be complex or inconsistent in the 2-factor solution, explaining 73 
percent of the variance . Full scale reliability was .92 . Tables 10 and 11 show pattern 
matrices and factor correlation matrices for exploratory and confirmatory subscale 
structures . 
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Insert Tables 10 & 11 about here 
Again, utilizing only sexually active youth in analyses, Behavior Risk History was 
examined for both self and partner( s). Age of first intercourse was converted to a 5-point 
scale based on sample distribution for subscale inclusion. Specifically, ages were distributed 
around the mean age of 14 with lower ages receiving a higher score of five, and higher ages 
receiving a lower score of one. With all 17 hypothesized items included in the analysis, the 
first exploratory factor run was uninterpretable, revealing three inconsistent and complex 
items. Two items ("Do you use condoms?" and "In the next six months, do you plan to 
start always using condoms?") proved highly complex, and inconsistent, loading on both 
factors . Given the behavior these items seek to examine, it is believed these items would 
affect both self and one's partner , and quite possibly that gender may influence condom use 
or intended condom use . Thus, these items were removed from subsequent factor analysis 
runs and examined independently rather than within a subscale. One additional item, ("If 
you were to make a guess, how much risk do you have for getting HIV/ AIDS at this time in 
your life?") was found to be both complex and inconsistent, with high loadings on both 
Self- and Partner-risk History subscales. Considering past findings (Lang, 1994) that this 
particular item was highly inconsistent with youths' reported sexual behavior, more 
particularly overestimating or underestimating risk in comparison to reported behavior over 
the past year, this item was removed from analyses and examined independently . 
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The remaining 14 items were subjected to further exploratory factor analysis, 
rendering interpretable results with a 2-factor solution accounting for 39 percent of the 
variance . Seven items were found to survey Self-risk History (a= .93), and seven items to 
measure Partner-risk History (a= .68), with a full Behavior Risk History scale reliability at 
.75. As indicated in Table 12, two items in the Partner-risk History subscale had fair factor 
loadings at .29, one slightly improving in the confirmatory factor run (see Table 13). 
Despite not meeting the conservative 2:.40 cut, these three loadings were clearly not 
complex (having differences >.2 between subscales) , and improved slightly in subsequent 
runs, justifying a decision to retain them. Additionally, it is believed that estimating risk 
behavior of one ' s partner(s) may prove difficult (see supportive qualitative section of this 
study), which may partially explain complexities of individual items attempting to measure 
Partner-risk History, further justifying inclusion of fair, but minimally acceptable loadings . 
Insert Tables 12 & 13 about here 
In order to ascertain whether each of the three subareas within the behavior domain 
were truly independent subscale measures, and to justify separating the factor analyses in 
the hypothesized three areas, further analyses were conducted . Composite scores were 
calculated and subjected to final exploratory and confirmatory factor analyses utilizing all 
participants, and a random 50 percent sample. Table 14 ( exploratory) and Table 15 
(confirmatory) depict the independence of the three behavior areas, with a high full scale 
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reliability (a.= .88) when all youth were included in analyses. The three sub-factor solution 
accounted for 84 percent of the variance revealing no inconsistent nor complex scales. 
Insert Tables 14 & 15 about here 
Response frequencies for the Behavior Scale items are provided in Table 16 for the 
current (n = 239) sample participants only. 
Insert Tables 16 about here 
Psychosocial Measures . For purposes of future questionnaire interpretation, the 
remaining Burkholder (1994) items, deemed "psychosocial," were subjected to factor 
analysis; however, were excluded from multivariate AIDS risk analyses in this study. Two 
psychosocial areas were examined: Environment and Education . Twenty-six Environment 
items were subjected to exploratory and confirmatory factor analyses, showing a 4-factor 
solution: Peer Risk ( a. = . 69, eight items), AIDS Proximity ( a. = . 82, eight items), Media 
Resources (a.= .77, five items), and Media Influence (a.= .95, five items). The last three 
subscales proved to be sound with high, consistent loadings . Four items in the Peer Risk 
subscale had minimal loadings of .30 but were retained (see Tables 17 and 18). One item 
("Most of my friends have had sex") may be complex, loading on both Peer Risk and AIDS 
Proximity subscales, and may reflect overlap . Nevertheless, the loading improved in the 
confirmatory factor run and was retained . The 4-factor solution accounted for 54 percent 
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of the variance with full scale reliability of . 80. Tables 17 and 18 show pattern matrices and 
factor correlation matrices for exploratory and confirmatory subscale structures. 
Insert Tables 17 & 18 about here 
Response frequencies for the Environment Scale items are provided in Table 19 for 
the current (n = 239) sample participants only. 
Insert Table 19 about here 
Factor analyses of the remaining 21 Education items produced uninterpretable 
results with both free run and forced factors. Interpretation difficulties may be due to the 
fact that many items measuring education largely focus on school-based knowledge, with 
minor attention on other areas using only one or a small number of items. Items were 
separated into three areas of education for further analyses: School Education , Home 
Education, and Peer Education . Interpretation is cautioned with the last two areas until 
further scale development, as they may be unstable given the small number of items 
constituting "a scale." 
The 13 School Education items factored into a 2-factor solution, accounting for 44 
percent of the variance, with a full scale reliability of .82. Eight items measure School 
Education (a= .72), while five items measure School Influence (a= .75), with neither 
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inconsistent nor complex items. Tables 20 and 21 show pattern matrices and factor 
correlation matrices for exploratory and confirmatory subscale structures. 
Insert Tables 20 & 21 about here 
A 2-factor solution accounting for 70 percent of the variance best explains Home 
Education items, two measure Parent Education and Influence (a= .68), and two Sibling 
Education and Influence (a= .69). Full scale reliability was fairly low (a= .66), likely due 
to a small number of indicators. Tables 22 and 23 show pattern matrices and factor 
correlation matrices for exploratory and confirmatory subscale structures. 
Insert Tables 22 & 23 about here 
The remaining four Peer Education items rendered a 2-factor solution with one item 
measuring Peer Education (a= n/a, single item), and three items examining Peer Influence 
(a= .74). The 2-factor solution accounted for 75 percent of the variance, with a full scale 
reliability of .68, having no inconsistent or complex loadings. Tables 24 and 25 show 
pattern matrices and factor correlation matrices for exploratory and confirmatory subscale 
structures. 
Insert Tables 24 & 25 about here 
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The independence of the Educat ional sub scales was examined in order to justify 
separating the factor analyses in the hypothesized three areas . Composite scores were 
calculated and subjected to final exploratory and confirmatory factor analyses utilizing all 
participants , and a random 50 percent sample . Table 26 ( exploratory) and Table 27 
(confirmatory) depict the independence of the three educational areas . This 3-factor 
solution accounts for 72 percent of the variance with a full scale reliability of . 81, finding no 
inconsistent or complex items. 
Insert Tables 26 & 27 about here 
Response frequencies for the Education Scale items are provided in Table 28 for the 
current (n = 239) sample participants only. 
Insert Table 28 about here 
Scale Construction Across Demographic Variables 
Group differences were explored with both demographic and composite score 
variables across all four samples of youth in order to justify pooling data for scale 
construction analyses . More specifically, in-depth analyses were undertaken to explore 
whether the questionnaire subscale structures remained stable across various demographic 
subpopulations for generalizing construct interpretation . MANOV As and post hoc 
ANOVAs were conducted utilizing the Pillai's trace criterion, as Pillai' s is most robust 
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against violations of assumptions and has a more conservative measure of strength of 
association than Wilks' Lambda (Olson, 1979). Use of the conservative Scheffe test 
identified specific group differences. As indicated in Table 29, results show significant 
group differences for : age (E(3, 453) = 25.60,p< .001), with Conference '93 Youth 
exceeding all other groups by Scheffe (.01) criteria; in geographic location (E(3, 453) = 
166.81,p< .001), with significant differences among all group dyad combinations except 
between Community Youth and Conference '93 Youth; in ethnicity (f.(3, 453) = 8.63, 
p<.001), with significantly less diversity among School Youth than all other groups; in 
grade (E(3, 453) = 18.09,p<.001), with Conference '93 Youth one year ahead of all other 
groups; in religiosity (E(3, 453) = 3.76,p<.0l; no two groups significantly differing); and 
lastly, in socioeconomic status, based on mother's (E(3, 452) = 3.62,p< .01), and father's 
(E(3, 448) = 9.61,p< .001) education, with only the latter having significant group 
differences showing School Youth significantly lower than both Conference '93 and 
Conference '94 Youth. 
Insert Table 29 about here 
Also included in Table 29 are group differences across subscale composite scores and 
reported sexual behavior, although the demographic differences between the samples are the 
focus for scale development . Mean scores and standard deviations are reported for all 
subscales based on a 5-point scale, with five indicating the highest endorsement of a scale. 
Items reporting sexual behavior represent actual figures or percentages with the exception 
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of the "Sex Risk" composite and logarithmic transformation ("Log Sex Risk"), both of 
which were variables created to assess risk, more fully explained in later analyses. 
Group differences were also examined utilizing only the 2-sample population for 
further justification of pooling data for later analyses. As with the 4-sample data pool, 
significant demographic differences were found in the 2-sample data pool for : age (E( 1, 
237) = 32.96,p< .001); geographic location (E(l, 237) = 73.72,p<.001); ethnicity (E(l, 
237) = 31.50,p<.001); grade (E(l, 237) = 31.59,p <.001); religiosity (E(l, 237) = 6.42, 
p<.01); and socioeconomic status, based on father's education (E(l, 234) = 13.72,p< .001). 
Of interest, only five subscales were identified as having significant differences between the 
2-sample data pool : Misconceptions (E(l, 237) = 32.01,p< .001); Self-risk History (E(l, 
237) = 6.30,p<.0l); Peer Risk (E(l , 237) = 13.19,p< .00I); Sibling Influence (E(l, 237) = 
22.51, p <.001); and Peer Influence (E( l, 237) = 30.53,p <.001). 
Given the diversity of characteristics within both the 2- and 4-sample data pools, 
confirmation of questionnaire structure stability over various subgroups appeared necessary 
to assess strengths and weaknesses of the measure . 
First , subscale intercorrelations were calculated for both the 4-sample pool and the 
2-sample pool under investigation across all subscale composite scores . Table 30 indicates 
subscale correlations for the 4-sample pooled data set ( above the diagonal in bold type) and 
the current 2-sample pool (below the diagonal). 
Insert Table 30 about here 
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Significant subscale intercorrelations are reported at the (p<.001) and (p<.01) levels, 
justifying oblique rotation in the factor analyses, as many variables appear to overlap (see 
Table 30) . 
A series of confirmatory factor analyses were conducted for each of the 
demographic variables on which the 4-sample population differed. Given the small numbers 
of adolescents within various subpopulations ( e.g ., ethnic groups, specific ages, etc .), 
demographic variables were dichotomized based on post hoc analyses with the conservative 
Scheffe test. As post hoc results for age revealed adolescents younger than 15. 3 years 
showing the greatest difference, age was dichotomized into two groups: adolescents 
younger than 15 years (n = 146), and adolescents 15 years and older (n = 311 ). Geographic 
location was also dichotomized for confirmatory analyses, with the majority of adolescents 
being from Rhode Island, Connecticut and Massachusetts (n = 382) versus "other'' (New 
Hampshire, New Jersey, Maine, New York, Pennsylvania, Ohio, Delaware, Vermont, 
Bermuda, Jamaica, and Cayman Islands) (n = 75). Ethnicity was divided by Caucasian (n = 
372) and "other" (African-American, Asian-American, Hispanic-Americans, and "other'') (n 
= 85). Grade differences were eliminated in further confirmatory factor analyses, as this 
variable was subsumed within the age variable, and would reflect redundant analyses. 
Father's education was used as the socioeconomic index, as mother's education was 
nonsignificant in post hoc Scheffe findings among all groups . Socioeconomic estimate was 
dichotomized with "lower-to-middle class" (father's education being high school graduate 
or less) versus "middle-to-upper class" (father's education greater than high school 
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graduate). Religiosity was eliminated from further analyses as individual group differences 
were nonsignificant in post hoc calculations. 
A series of eleven confirmatory factor analyses were conducted in each subscale 
area: Cognitive, Attitudinal, Behavioral/Substance, Behavioral/ Assertiveness, 
Behavioral/Risk History, Behavioral/Full Scale, Environment, Education/School, 
Education/Home, Education/Peers , Education/Full Scale, for each of the four dichotomized 
demographic variables : Age, Geographic Location, Ethnicity, and Socioeconomic 
Estimate. Thus, a total of 88 confirmatory factor analyses were conducted to determine 
scale and subscale strengths and weaknesses. As with the original factor analyses, various 
subpopulations were drawn for the Behavioral Scales ( e.g ., substance-using and sexually 
active subgroups) . Alpha coefficients were calculated with each new subsample to 
determine the inter-item reliability. Concordance between the new factor(s) among 
subsample populations and factors developed with all participants were determined by the 
number of items varying from the original structure . If the factors in demographic analyses 
matched the factors found with the entire sample, they were deemed concordant. If the 
factors were found to be discordant , the varying item(s) were totaled and classified as 
inconsistent (not loading on any factor) or complex (loading on more than one factor) . 
Finally, a consistency percentage was calculated based on the number of items in the 
confirmatory analyses with separate subsamples matching the original factor structure 
utilizing all participants . Table 31 depicts a summary of the total 88 confirmatory factory 
analyses for scale and subscale structures for similarities and differences on dichotomized 
demographic variables. 
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Insert Table 31 about here 
Age. For the age variable, the concordance was relatively consistent. For 
adolescents of all ages, the Cognitive Scale remained intact with 100 percent consistency 
among all subscales. The Attitude Scale remained in agreement with adolescents 15 years 
and older, showing 96.2 to 100 percent consistency rates for subscales and an overall 96.2 
percent full scale consistency . Attitude , for younger teens, was moderately consistent at 
76.9 percent for the full scale. Within that domain, Condom Use Efficacy showed a stable 
100 percent consistency rate, while Perceived Susceptibility for Risk and Homophobia were 
slightly less stable at 60 .0 and 71.4 percent, respectively . The Behavioral Scale remained 
intact with a full scale consistency rate of 83.0 percent for youth 15 and older, and 87.2 
percent for those younger . Substance Use (75.0 percent) and Substance Abuse (73.9 
percent) subscales remained moderately concordant with a full scale consistency of 73. 9 for 
older teens, and much more stable for younger teens , ranging from 93.3 to 100 percent . 
Assertiveness among the older population remained at 100 percent consistency, while 
reaching an acceptable 80 percent for younger teens. The Sexual Assertiveness for 
Condom Use subscale appeared to be problematic for sexually active youth under age 15, 
showing only a 60.0 percent consistency rate. The Behavior Risk History subscales were 
similar for both age groups, ranging from 71.4 to 85.7 percent consistency, with Partner-
risk History at the lower end of the continuum for both groups. 
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The Environment Scale remained moderately consistent with the older teens (88.5 
percent consistency) as well as with younger participants (92.3 percent) . AIDS Proximity, 
Media Resources, and Media Influence all retained 100 percent consistency with both age 
groups while the Peer Risk measure fell much lower at 75.0 and 62.5 percent for younger 
and older groups, respectively . The Education Scale, still under development, portrayed 
several inconsistencies, having consistency rates ranging from 25. 0 to 80 percent in the 
school domain for both groups. Older teens showed higher subscale agreement for School 
Education and School Influence than the younger group . However, interpretation of these 
latter subscales should be cautioned due to the limited number of items included in subscales 
weakening the power and interpretation of the construct. 
Overall, the questionnaire proved to have acceptable 84.9 and 87.8 percent 
consistency rates with the entire sample for younger and older teens, respectively. 
Geographic Location . Geographic location posed less difficulty in interpretation 
than age in confirmatory analyses. The Cognitive Scales were 100 percent consistent as 
might be expected given the majority of the sample were located in Rhode Island, 
Massachusetts or Connecticut. Scale construction utilizing adolescents from other areas 
revealed slight inconsistency with Factual AIDS Knowledge, at an acceptable 83.3 percent 
consistency rate; and an overall Cognitive Scale rate of 94. 7 percent. Conversely, the 
Attitude Scale had higher consistency rates among teens from other areas, ranging from 
85.7 to 100 percent. For local teens, the Homophobia scale was most inconsistent among 
attitude variables, with 71. 4 agreement, versus 100 percent with teens from other areas. 
Behaviorally, Substance Use and Abuse were relatively concordant across both samples 
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with the exception that Substance Abuse with teens from other areas showed a 73.3 percent 
consistency rate in comparison to 86. 7 percent with local counterparts . Assertiveness 
measures remained intact, with local youth maintaining 100 percent agreement across all 
subscales, while agreement ranged from 80 to 100 percent with youth from other areas . 
The Behavioral Risk History subscales also sustained 100 percent consistency rates across 
all subscales for local youth , but fared moderately well with youth from other areas ranging 
from 71.4 to 85.7 percent consistency. 
As with the age differential, Peer Risk was moderately consistent within the 
Environmental Scale for both geographic locales, each revealing a 75.0 percent consistency 
rate . Full Scale consistency as well as the Media subscales remained highly consistency 
ranging from 92.3 to 100 percent. The Education Scale remained intact with local youth, 
but was found to be less stable with youth from other areas, particularly with items 
pertaining to school. The School Education subscale consistency rate was found to be 69.2 
percent consistent while School Influence was a weak 50.0 percent. 
In its entirety, the questionnaire maintained a 92. 8 percent consistency rate with 
local youth, and an acceptable 88.5 percent among youth from other areas. 
Ethnicity . The Cognitive Scale established its stability with the Caucasian youth 
with 100 percent consistency rates across all subscales. The full Cognitive Scale maintained 
an 89.5 percent consistency rate with youth of color, with particular difficulty posed by 
Transmission AIDS Knowledge subscale at 75.0 percent consistency . The Attitudinal Scale 
also fared well with Caucasian youth , ranging from 93.6 to 100 percent consistency, while 
moderate rates were obtained with youth of color. Perceived Susceptibility for Risk was 
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especially low at 60.0 percent, and Homophobia at 78.6 percent, for the latter group. 
Results here also must be cautioned given the small number of adolescents of color (n = 85) 
included in the analyses. Substance Use and Abuse were found to be relatively stable 
between groups, less so for Substance Abuse at 73.3 percent for Caucasian youth, and 66.7 
percent for youth of color . The Assertiveness subscales remained intact for Caucasians at 
100 percent consistency, and 80 percent for youth of color. Condom Use Assertiveness for 
the latter group was fairly low with a 60 percent consistency rate . Behavior Risk History 
subscales were more favorable for youth of color ranging from 85. 7 to I 00 percent. 
Among these, the Partner-risk History subscale revealed the greatest discrepancy, with 71.4 
percent consistency for Caucasians versus 100 percent for youth of color . 
As with other demographic variables, the Peer Risk subscale achieved the lowest 
consistency rate among both samples on the Environment Scale, falling at 75.0 percent for 
Caucasians and 87.5 percent for youth of color . The Education Scale also rendered low 
consistency rates for school based education and influence with 69.5 and 62.5 percent 
consistency rates, respectively for Caucasians, and 71.4 and 62. 5 percent for youth of color. 
Given the small number of items in the remaining education subscales, interpretation 
remains difficult. 
All scale items inclusive, consistency rates were moderately high for Caucasian 
youth at 89.2 percent and similar for youth of color at 84.9 percent. 
Socioeconomic Status. Socioeconomic status, based on estimates from father's 
education level, appeared to have little influence over response structure , with a few 
exceptions . The Cognitive Scale remained unaltered with both lower-to-middle and middle-
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to-upper classes at 100 percent agreement. The Attitudinal Scale, however, was less 
consistent with lower-to-middle class youth at a consistency rate of 64.3 versus 92 .9 for 
middle-to-upper class counterparts . On Behavioral Scales, Substance Use and Abuse were 
fairly consistent between groups ranging from 87.5 to 91.3 consistency. For the 
Assertiveness subscales, with the lower-to-middle class youth had a much lower consistency 
rate than the middle-to-upper class youth, at 60 and 100 percent , respectively. The 
Behavioral Risk History subscales , however, reflect more stability among lower 
socioeconomic youth ranging from 85. 7 to 100 percent while the middle-to-upper class 
youth reveal a 71. 4 percent consistency rate for both Self and Partner-risk Histories. 
The Environment Scale revealed similar findings among both groups with Peer Risk 
at 75 percent as the lowest consistency rate for both classes . For the Education Scale, 
middle-to-upper class youth had high consistency rates ranging from 87.5 to 100 percent, 
while lower-to-middle class group revealed consistency rates as low at 50 percent for 
School Education . 
Overall consistency for the entire questionnaire revealed the middle-to-upper class 
youth responses as being more consistent with the entire sample at 92.8 percent versus an 
acceptable 87.8 percent for lower-to-middle class teens . 
Factor Stability Synopsis 
As the current investigation is exploring only cognitive, attitudinal and behavioral 
aspects of AIDS risk, the stability, consistency and reliability of these particular measures 
are the primary focus . Utilizing a 70 percent consistency rate criterion in this synopsis, 
relatively few areas are cautioned for interpretation, and are outlined below . 
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The current questionnaire poses some difficulties with youth under age 15 with 
some subscales, particularly with Perceived Susceptibility for Risk and Sexual Assertiveness 
for Condom Use being only moderately stable constructs. Conversely, subscale constructs 
present as relatively stable with youth 15 years and older. Geographic locale had little 
influence on the construct formation across all areas . Perceived Susceptibility for Risk, 
Substance Abuse and Sexual Assertiveness Condom Use were all moderately affected by 
ethnicity, showing greater inconsistency with youth of color in the analyses. Homophobia 
and Sexual Assertiveness for Condom Use were problematic measures for youth from 
lower-to-middle socioeconomic classes, but fairly stable with middle-to-upper class 
adolescents . 
Figure 1 depicts the breakdown of the five major scale areas and sub scales as a 
result of exploratory and confirmatory factor analyses. 
Insert Figure 1 about here 
Table 32 reflects mean scores and standard deviations for all subscale variables by 
gender and sexual activity. All subscale composite scores have been calculated on a 5-point 
scale, with a score of five indicating the highest endorsement of a sub scale. 
Insert Table 32 about here 
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Quantitative Results: Risk Predictors and Group Differences 
The following section is a comprehensive exploration of AIDS risk predictors and 
group differences by sexual activity and gender utilizing constructs described above within 
the cognitive, attitudinal and behavioral domains. Only the current 2-sample data pool 
described earlier (Conference Youth and School Youth) are utilized in following analyses. 
Sexual Experience 
Of the 239 participants in the current study, 128 (53.6 percent) of the sample 
indicated sexual activity. For the young men, 63 (76.8 percent) reported sexual activity, 
while 65 (41.4 percent) of young women indicated the same. The majority (95.3 percent) 
of the sexually active teens indicated "unsafe" behavior, with inconsistent or no condom use 
during the past year . By gender, 92.3 percent of sexually active young women, and 98.4 
percent of active young men, reported unsafe sexual activity. Figure 2 depicts the 
characteristics of the entire sample by gender, sexual activity and condom use (safe versus 
unsafe) behavior. 
Insert Figure 2 about here 
The mean age of the sexually active subsample was 14.97 years (SD= 1.28) for sexually 
active young men, and 15.57 years (SD= 1.54) for sexually active young women . Mean 
age for the sexually nonactive subsample was 14 .26 years ( SD = 1 .4 5) for nonactive young 
men, and 14.76 years (SD= 1.59) for nonactive young women . All of the sexually active 
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young women and 98. 4 percent of the active young men reported being heterosexual, with 
one young man indicating bisexual orientation . 
A significant majority of the active young men reported being involved in their 
current or most recent relationship for one year or longer (73. 0 percent), in comparison to 
40 percent of the young women (E(l, 126) = 12.41,p<.001) . Young women reported the 
average relationship length for their current partner being between six months to a year, 
compared to young men's reports exceeding one year . Mean age of sexual onset was 
significantly younger for men (M = 13, SD = 1. 6) than women (M = 14. 1, SD = 1. 4 ), (E( 1, 
126) = 16. 12,p< .001) . Table 33 indicates reported age of sexual debut by gender. 
Insert Table 33 about here 
Sexually active young men reported having significantly more sex partners (}vf = 4.48, SD= 
3.53) in their lifetimes than sexually active young women (M = 2.94, SD= 2.86) (E(l, 126) 
= 7.36, p<.05) . This finding held true for number of partners in the past year as well, (E(l , 
126) = 9.13,p <.0l) , with young men reporting an average of2 .76 (SD= 2.49) partners 
versus 1.69 (SD= 1.38) for young women . Active young women reported significantly 
higher estimates for number of sex partners their most recent partner had had (E( 1, 126) = 
5.31, p< .05), estimating an average 3.46 (SD= 3.29) compared to young men's average 
estimate of 2.29 (SD= 2.39) . Both genders reported equal certainty in their estimates of 
the number of partners their most recent partner had had, with the average response being 
"very sure." Although not significant, the frequency distributions varied greatly regarding 
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certainty within this area, with 46.2 percent of the young women reporting "absolutely 
sure," and 29.2 percent claiming to be "very sure," compared to 27.0 and 42.9 percent for 
male counterparts, respectively. 
Substance Use and Abuse Correlates with Sexual Behavior 
For sexually nonactive youth, 48.6 percent (n = 54) reported substance use, and 
32.4 percent (n = 36) were categorized as substance abusers based on their responses . 
Comparatively, 78. 9 percent ( n = l O 1) of sexually active youth reported substance use, with 
67.2 percent (n = 86) considered abusers of substances. Other correlates of substance use 
and sexual activity were found: 3 3 percent of sexually active youth reported they had 
engaged in sexual activity on one or more occasions during the past year, which they 
believed they wouldn't have engaged in if they had not used substances . 
Analyses of sexually active substance users (n = 101) showed 75.2 percent (n = 76) 
as reportedly using alcohol prior to having sex during the past year; with three-quarters (n = 
75) reporting "sometimes," "half the time," or "usually ." Over one-quarter of this subgroup 
also reported cannabis use prior to sex (28. 7 percent, n = 29), most reporting "sometimes" 
(n = 24). Specific to inconsistent or no condom use, 98 of the 101 sexually active 
substance users (97 .0 percent), were participating in "unsafe" sexual activity by this 
standard. 
Regarding more intense substance use with potential problematic behavior, or abuse, 
the 86 identified substance abusers who were also sexually active were examined for 
correlates. The majority (83 . 7 percent, n = 72) reported using alcohol prior to having sex in 
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the past year; most reporting high frequencies (" sometimes," "half the time," or "usually"). 
Additionally, 32.6 percent (n = 28) of these teens reported using cannabis before sex. 
Significant differences were found between genders for substance use prior to sexual 
behavior. More young men (44.4 percent) reported alcohol use prior to sex "sometimes," 
than women (33.8 percent) , and fewer (25.4 percent) reported "never " than women (55.4 
percent) (E(l, 126) = 16.65,p<.001) . During the past year, 50.8 percent of young men 
reported having 1 to 2 drinks prior to sexual encounters, compared to 41. 5 percent of 
women (E( 1, 126) = 17. 84, p<.001) . Cannabis use was also significantly more frequent for 
young men prior to sex than for women (E(l, 126) = 6.02, p< .05) ; with 22.2 percent 
reporting use "sometimes," versus 16.9 percent for women. 
Self and Partner AIDS Risk Estimates 
Both genders reported equally their certainty of not being exposed to AIDS, with an 
average response being "very sure," among sexually active youth. More young women 
(43.1 percent) responded "absolutely sure," than men (30.2 percent) , although not 
statistically significant. Similarly, the average response for certainty as to their partner( s) 
exposure, was "very sure," for both genders. Response distributions were similar in higher 
certainty ranges , with 40.0 percent of young women responding "absolutely sure," 29 .2 
percent "very sure," and 20.0 percent "slightly sure," versus 30.2, 41.3 and 22.2 percent , 
respectively, for sexually active men. 
Regarding testing, 87.3 percent (n = 55) of sexually active young men and 78.5 
percent (n = 51) of women had never undergone IIlV / AIDS testing . For young men, 11.1 
percent (n = 7) tested negative, versus 20.0 percent (n = 13) for women, and one man and 
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one woman reported they tested positive for HIV. The majority of sexually active youth, 
reported never having had a needle-using (96 .9 percent, n = 124), or an HIV-positive (98.4 
percent, n = 126) sex partner. 
Sexually active participants' self-rated risk estimates did not significantly differ 
between genders, with both genders reporting an average of being at "slight" risk. 
Interestingly, incidence of over- and underestimating personal risk for AIDS persisted as it 
did in recent findings (Lang, 1994). Sixty-six percent of the participants portrayed accurate 
perceptions of risk when compared with their sexual behavior, while 34 percent indicated 
inaccuracies either by over- or underestimating their AIDS risk level. Within the entire 
sample, two percent were considered "safe" or consistent condom users, while 31 percent 
considered "unsafe," with inconsistent or no condom use, rated themselves at a level other 
than "no risk," (slight, some, moderate or high). Thirty-three percent were sexually 
nonactive and rated themselves at "no risk." These three groups comprised the "accurate" 
group . The remaining 34 percent represented overestimates (14 percent) and 
underestimates (20 percent) of AIDS risk. One percent of the entire sample were "safe" 
sexually active youth who overestimated their risk, conservatively rating themselves at 
"slight" or "some" risk, and 13 percent were sexually nonactive, also overestimating their 
risk by rating themselves at "slight," "some " "moderate ," or "high" risk for AIDS . Of most 
concern is the remaining 20 percent of the entire sample (or 38.5 percent of the sexually 
active "unsafe" youth), who considered themselves to be at "no risk" for AIDS . Table 34 
depicts participants' estimated risk for AIDS by gender, sexual activity and condom use 
behavior. 
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Insert Table 34 about here 
Risk Analyses 
To examine predictors of potential risk, standard MRAs were computed, with post 
hoc evaluation on independent predictors using Larzelere and Muliak's (1977) conservative 
F test. The Larzelere and Mulaik ( 1977) formula ( see also Tabachnick & Fidell, 1989, p. 
155) accounts for the high likelihood of Type I error when utilizing several a posteriori 
tests, and controls accordingly with a conservative F test to retain Type I error rate below a 
for all combinations of predictor or independent variables (IVs). Post hoc significances are 
indicated on bivariate correlates with the dependent variable (DV), since the Larzelere and 
Mulaik formula utilizes the bivariate correlation among variables in the calculation of F. 
The standardized residual histogram and normal probability plot of residuals was 
utilized to confirm assumptions of normality, linearity and homoscedasticity between the 
predicted DV scores and errors of prediction for each MRA. Outliers among cases were 
identified through the standardized residual z-score listing (±3.00) and standardized residual 
histogram. Inspection of the correlation matrix and significant Beta (f3) weights confirmed 
presence or absence of suppressor variables. Unless otherwise indicated, each MRA met 
assumptions of normality, linearity and homoscedasticity, with neither outliers nor 
suppressor variables present. 
Sexual Assertiveness Predictors. Potential AIDS risk, as defined by inability to 
assert oneself sexually, was examined for young men and women. Sexually active teens 
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reported assertiveness skills with their most recent partner , while nonactive youth predicted 
behavior. The DV, potential AIDS risk, was comprised of a composite score of the two 
Sexual Assertiveness subscales ( estimated or actual condom use together with estimated or 
actual ability to communicate with partner(s), with low Sexual Assertiveness indicating a 
potential risk for AIDS) . Eight predictor variables were entered simultaneously : Factual 
AIDS Knowledge, Transmission Knowledge, Perceived AIDS Knowledge, Misconceptions, 
Perceived Susceptibility for Risk, Homophobia , Substance Use, and Substance Abuse . 
In order to determine whether predictors of potential risk were influenced by 
gender, separate MRAs were conducted . For young men, only high Perceived AIDS 
Knowledge was a significant predictor of high Sexual Assertiveness (B. = .58; E(8, 73) = 
4.70,p<.001), with 34 percent of the DV variance explained (If= .34, Adjusted If= .27). 
Positive Perceived AIDS Knowledge (P = .32,p< .05), contributed 10 percent of explained 
variance. For young women, low Misconceptions W = -.17, p< . 05), low Perceived 
Susceptibility for Risk (P = -.16,p< .05), and low Substance Use (P = -.43,p< .001), and 
Abuse (P = -.25,p <.001), were significant predictors of high Sexual Assertiveness (B. = .56; 
E(8, 148) = 8.26,p< .001), with 31 percent of the DV variance explained (!1.2 = .31, 
Adjusted If= .27). As shown in Table 35, Substance Use and Abuse contributed most to 
the explained variance (11 and 10 percent, respectively), while Misconceptions and 
Perceived Susceptibility for Risk contributed an additional combined 6 percent. 
Insert Table 35 about here 
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Post hoc analyses were nonsignificant for women; however, low AIDS Misconceptions was 
significant for men (r = -.44; E(8, 73) = 2.19,p<.05). Thus, for young men, perceiving 
their knowledge for AIDS as high and having low Misconceptions are significant predictors 
of assertiveness. For young women, having little or no AIDS Misconceptions, low 
Perceived Susceptibility for Risk, and no reported Substance Use or Abuse, contribute to 
the same. 
AIDS Risk Predictors. Thirteen predictors were used to examine their relations to 
the DV, Sex Risk, among the 128 sexually active participants: Factual AIDS Knowledge, 
Transmission AIDS Knowledge, Perceived AIDS Knowledge, Misconceptions, Perceived 
Susceptibility for Risk, Condom Use Efficacy, Homophobia, Sexual Assertiveness Partner 
Communication, Sexual Assertiveness Condom Use, Substance Use, Substance Abuse, 
Partner-risk History and Self-risk History . The Sex Risk index utilized in a previous study 
(Kelly, et al., 1990) was computed by multiplying the number of unprotected intercourse 
occasions during the past year by the number of different intercourse partners during the 
past year. This computational index has been justified by Kelly, et al. (1990) in defining, 
under most circumstances, the level of risk for AIDS as a function of both how many times 
an individual engages in a risky practice and number of different sexual partners. 
Evaluation of assumptions led first to the deletion of six identified outliers ( 5 young 
men and one young woman) reporting a Sex Risk composite score range of 600 to 3480. 
These extreme cases, with z-scores ranging from +3.00 to +4.00, were deleted from the 
MRA analysis to reduce their impact on the regression solution, lowering the sample size 
from 128 to 122. Moderate improvement in the distribution was evidenced with the 
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deletion of outliers and nontransformed scores; however , a significant improvement was 
realized with logarithmic transformation of the Sex Risk variable ("Log Sex Risk"), and was 
the method of choice. In order to increase power in the analyses given the small n with the 
sexually active subsample, three MRAs were run separately within each of the three 
domains of interest: Cognitive, Attitudinal and Behavioral subscale variables . 
To permit examination of whether gender differences exist within the sexually active 
subgroup for AIDS risk as defined by the (Log) Sex Risk variable, separate analyses were 
undertaken for each gender. For sexually active men, the Cognitive MRA was significant 
(B. = .40; £(4, 58) = 2.83,p< .05), with 16 percent ofDV variance explained (B: = .16, 
Adjusted B: = .11). High Misconceptions (f3 = .43;p<.01) significantly predicted Sex Risk, 
contributing 15 percent to explained variance . The Attitudinal MRA was also significant, 
(B. = .52; £(3, 59) = 7. l 7,p< .001), with 27 percent of the variance explained (R.2 = .27, 
Adjusted B: = .23). High Perceived Susceptibility for Risk (f3 = .44;p<.001) significantly 
predicted Sex Risk, contributing 15 percent of the variance. Behaviorally, for sexually 
active men, high Partner- (f3 = .30;p< .01) and Self-risk Histories (f3 = .67;p<.001) 
significantly predicted Sex Risk (B. = .82; £(6, 56) = 19.35,p<.001), with 68 percent of the 
DV variance explained (B: = .68, Adjusted B! = .64), contributing 28 and 12 percent to the 
shared variance, respectively. Post analyses showed low Condom Use Sexual Assertiveness 
(r = -.48; £(6, 56) = 4.34,p< .01), high Substance Use (r = .54; £(6, 56) = 5.97,p<.01), 
and high Substance Abuse (r = .40; £(6, 56) = 2.76,p<.05) as significant predictors of Sex 
Risk for sexually active men. Table 36 depicts results of the three MRAs for Sex Risk 
predictors sexually active men. 
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Insert Table 36 about here 
For sexually active young men, high Misconceptions, Perceived Susceptibility for Risk, 
Substance Use and Substance Abuse, Self- and Partner-risk Histories, and low Condom Use 
Assertiveness contribute to AIDS risk as defined by the Sex Risk variable. 
For sexually active women, the Cognitive MRA was nonsignificant. High Perceived 
Susceptibility for Risk (P = .32;p<.0l) and low Condom Use Efficacy (P = -.38;p< .001) 
significantly predicted Sex Risk in the Attitudinal MRA CR= .55; E(3, 61) = 8.87,p< .001), 
with 30 percent of the variance (/f = .30, Adjusted R2 = .27) (Perceived Susceptibility for 
Risk contributed 9 percent while Condom Use Efficacy accounted for 21 percent) . The 
Behavioral MRA was significant, showing low Partner Communication Assertiveness (P = 
-.26;p< .05) and low Condom Use Assertiveness (P = -.45 ;p<.0l) as predictors of Sex Risk 
(B. = .62; E(3, 58) = 6.05,p< .001), with 39 percent of the variance explained (/f = .39, 
Adjusted ff= .32). While Partner Communication accounted for only 2 percent of the 
variance, 15 percent was attributed to Condom Use Assertiveness. Post hoc analyses found 
both high Partner-risk History (r = .45; E(6, 58) = 3.81, p< .01) and high Self-risk History (r 
= .45; E(6, 58) = 3.81,p<.0l), as significant contributors to Sex Risk, with 6 and 2 percent 
of the shared variance . Table 37 depicts the 3-area MRA results for sexually active women. 
Insert Table 37 about here 
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Overall, for sexually active young women, information in the form of knowledge is 
noncontributory to Sex Risk, while high Perceived Susceptibility for Risk, Partner- and 
Self-risk Histories, and low Condom Use Efficacy and Sexual Assertiveness (Partner 
Communication and Condom Use) skills are significant predictors of the same. 
Interestingly, analyses with the sexually active youth as a group, inclusive of both 
genders, revealed similar significant risk predictors distributed among genders, with 
exception of one additional variable regarding attitude. Within an Attitudinal MR.A utilizing 
all sexually active youth, Homophobia was also found to be significant, (B. = .50; E(3, 124) 
= 14.07, p< .001), with 25 percent of the DV variance explained (k = .25, Adjusted R2 = 
.24). Post hoc analysis found high Homophobia (r = .31; £(3, 124) = 3.27, p< .05) as a 
significant predictor of Sex Risk for sexually active adolescents, but not independently for 
either gender when analyzed separately . 
Predictors of Self-rated Level of AIDS Risk. Examination was undertaken to 
determine which factors, if any, contributed to adolescents' self-rated level of AIDS risk. 
All 13 IVs (Factual AIDS Knowledge, Transmission AIDS Knowledge, Perceived AIDS 
Knowledge, Misconceptions, Perceived Susceptibility for Risk, Condom Use Efficacy, 
Homophobia, Sexual Assertiveness Partner Communication, Sexual Assertiveness Condom 
Use, Substance Use, Substance Abuse, Partner-risk History, and Self-risk History) were 
simultaneously entered as predictors of self-rated AIDS risk. 
In order to determine whether predictors differed by gender among the sexually 
active subgroup, separate analyses were conducted. Separate MRAs by area (Cognitive, 
Attitudinal and Behavioral) were necessary to maintain power in the analyses given the 
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small n designs. For sexually active young men, both the Cognitive and Attitudinal MRAs 
were nonsignificant; however, the Behavioral MRA produced one significant predictor (B. = 
.48; E(6, 56) = 2.84, p<.05), explaining 23 percent of the DV variance (if= .23, Adjusted 
If= .15). As indicated in Table 38, only low Substance Abuse (J3 = -.39;p<.0l), with 3 
percent of the variance significantly contributed to sexually active young men's self-rated 
level of AIDS risk. Post hoc analyses were nonsignificant. 
Insert Table 38 about here 
For the sexually active young women, the Cognitive and Attitudinal MRAs also 
were nonsignificant, and initially one variable emerged as significant in the Behavioral MRA 
(R = .61; E(6, 58) = 5.70,p<.001), explaining 37 percent of the DV variance (if= .37, 
Adjusted If= .31). As shown in Table 39, only positive Partner-risk History (J3 = .28; 
p<.05) contributed to the young women's self-rated risk level. 
Insert Table 39 about here 
However, post hoc analyses revealed positive Substance Use (r = .50; E(6, 58) = 5.00, 
p< .01), positive Substance Abuse (r = .48; E(6, 58) = 4.49,p< .01), and positive Self-risk 
History (r = .43; E(6, 58) = 3.40,p<.0l), as significant factors in sexually active young 
women's self-rated AIDS risk level. 
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Utilizing all participants , sexually active and nonactive , both genders , an additional 
predictor surfaced . As sufficient power was realized with a larger n design, one overall 
MRA was utilized which produced significant results (B. = .46; E(l3 , 225) = 4.65, p< .001), 
with 21 percent of the DV variance CB;= .21, Adjusted R2 = .17). As found with sexually 
active teens, high Substance Use(~= .27;p <.01), and high Partner-risk History(~= .31; 
p <.01) were found to be significant contributors to adolescents' self-rated level of AIDS 
risk; however, low Homophobia(~= -.15;p <.05), was added as a significant predictor . 
Post hoc analyses revealed Self-risk History also as a significant contributor (r = .31; £(13, 
225) = 1.84,p <.05). Thus, Homophobia may have been overshadowed as a significant 
predictor of adolescents' self-rated level of risk with the individual analyses of sexually 
active youth by gender , due to small sample sizes. 
Nevertheless , interpretation of predictors of adolescents' self-rated level of AIDS 
risk appears to be confounded with issues of accuracy and over- and underestimating risk 
requiring a more in-depth analysis. 
Predictors Contributing to Accurate and Inaccurate Levels of Self-rated AIDS Risk. 
The accuracy and/or inaccuracy of adolescents' self-rated level of AIDS risk may be 
influential in examining which determinants are significant in their risk selection process . 
Based on the comparison of self-rated level of AIDS risk and behavioral reports, 
participants were dichotomized into "accurate estimates" and "inaccurate estimates" of risk 
levels. Those individuals in the accurate group consisted of ( 1) sexually nonactive youth 
rating themselves at "no risk;" (2) sexually active youth reporting consistent condom use 
and rating themselves at "no risk;" and (3) sexually active youth reporting inconsistent or no 
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condom use rating themselves at a level higher than "no risk." The inaccurate group was 
subdivided into : (1) sexually nonactive teens overestimating their risk, ranking themselves 
at a level higher than "no risk;" (2) sexually active teens reporting consistent condom use, 
overestimating their risk level above "no risk;" and, (3) sexually active teens reporting 
inconsistent or no condom use and ranking themselves at "no risk," or "underestimaters ." 
Of primary interest are relevant predictors of risk levels and comparisons between the third 
groups in each category, with special emphasis on the underestimaters . Analyses were 
tailored to seek out which factors contributed to adolescents' self-rated level of AIDS risk, 
more specifically the "unsafe, underestimaters," as this group is most likely in need of 
intervention efforts; and to assess how they differed from the "unsafe , accurate estimators ." 
Since it is not possible to conduct a MRA with the desired "unsafe, underestimaters" 
due to lack ofDV variability (all responses were "no risk"), MRAs were calculated with the 
"accurate" counterpart . All 13 IVs utilized with MRAs in the previous section were 
simultaneously entered as predictors of self-rated AIDS risk as the DV, separately by 
Cognitive, Attitudinal and Behavioral areas to increase power. Second, a 2X2 (gender X 
underestimate/accurate) MANOVA was calculated for group comparison, with the same 13 
variables . 
For sexually active adolescents who were considered "unsafe," and rated themselves 
accordingly (accurately) , two of the three domains investigated, Cognitive and Attitudinal , 
were found to be significant. As shown in Table 40, low Misconceptions W = -.42;p<.001) 
significantly predicted their accurate self-rated risk level (R = .41; E( 4, 70) = 3 .48, p<.01 ), 
explaining 17 percent of the DV variance (If= .17, Adjusted If= .12), and independently 
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contributing 13 percent of that variance. Low Homophobia(~= -.37;p<.0l) significantly 
predicted the same in the Attitudinal MRA (R = .32; E(3, 71) = 2.76,p<.05), with 10 
percent of the DV variance explained (If= .10, Adjusted R2 = .07), and independently 
contributing the entire 10 percent of the variance. The Behavioral MRA, as well as the post 
hoc analyses, were nonsignificant. 
Insert Table 40 about here 
Having few or no AIDS misconceptions and low homophobia appear as significant 
contributors to accurate, self-rated AIDS risk levels among sexually active youth with 
unsafe sex practices. 
Next, analyses were conducted to examine contributors of self-rated risk for youth 
with inaccurate ratings, particularly underestimation of AIDS risk. Utilizing gender and 
self-rated level of risk ( accuracy versus underestimation) as IVs, group differences were 
explored with a 2X2 MANOVA and post hoc ANOVA with all 13 subscales as DVs. 
Evaluation of assumptions of normality, linearity, and multicollinearity were satisfactory and 
no outliers were identified. In order to meet the assumption of variance-covariance 
matrices due to unequal n's for both IVs, the SPSS PC+ method of adjustment for unequal 
n (METHOD=SSTYPE(UNIQUE)) was utilized in computation. Examination of results 
from Box'sM test, which is very sensitive to departures from normality, revealed the 
homogeneity-of-dispersion-matrices assumption as satisfactory. Pillai's trace criterion was 
used instead of Wilks' Lambda to evaluate multivariate significance, as it is the most robust 
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in instances of violated assumptions (Olson, 1979). Although the F distributions were 
similar among the criteria, the measure of strength of association is more conservation with 
use of Pillai's trace. 
No gender X self-rated risk level interaction was found in the MANOV A; however, 
significant main effects were found for both gender (Pillai's E(13, 106) = 9.48,p<.001) and 
self-rated level of risk (Pillai'sE(13, 106) = 3.27,p< .001), with relatively strong and 
moderate associations between IVs and combined DVs evident for both gender (ri2 = .54) 
and self-rated level of risk (ri 2 = .29), respectively. Findings were inconsistent with MRA 
findings above, in many respects . Differences in Homophobia were found nonsignificant 
between accurate self-raters and underestimaters . Further, although there was a significant 
difference between the accurate group and underestimaters for Misconceptions (p<. 05), the 
accurate group (M = 2.50, SD= 1.20) had significantly higher Misconceptions than 
underestimaters (M = 2.03, SD= 1.01). Table 41 reveals MAN0VA and post hoc AN0VA 
results for gender and self-rated level of risk among sexually active "unsafe" participants. 
Insert Table 41 about here 
With respect to gender among sexually active "unsafe" teens, young women had 
. significantly higher Factual AIDS Knowledge (E(l, 118) = 12.17, p< .001), Perceived AIDS 
Knowledge (E(l, 118) = 12.70,p<.001) and lower Misconceptions (E(l, 118) = 18.08, 
p<.001) than men. Young men had significantly higher Perceived Susceptibility for Risk 
(E(l, 118) = 30.71,p< .001), Homophobia (£(1, I 18) = 30.64,p<.001), Sexual 
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Assertiveness Partner Communicat ion (E(l, 118) = 16.31,p <.001), Sexual Assertiveness 
Condom Use (E(l, 118) = 6.02,p< .01), Substance Use (E(l, 118) = 8.25,p <.0l), 
Substance Abuse (E(l, 118) = 12.52, p< .001) and Self-risk History (E(l, 118) = 22.14, 
p< .001) than women (see Table 41 for means and standard deviations) . Figure 3 depicts 
mean scores for DVs by gender among sexually active "unsafe" youth. 
Insert Figure 3 about here 
With regard to self-rated level of risk among sexually active "unsafe" participants, 
accurate youth had significantly higher Misconceptions (E(l, 118) = 3. 92, p< . 05), Perceived 
Susceptibility for Risk (E(l, 118) = 5.97,p<.01), Substance Use (E(l, 118) = 19.47, 
p<.001), Substance Abuse (E(l, 118) = 4.09, p< .05), Partner-risk History (E(l , 118) = 
25.72, p< .001) and Self-risk History (E(l, 118) = 26.84,p< .001); and lower Sexual 
Assertiveness Condom Use (E(l, 118) = 4.94,p<.05) than inaccurate underestimaters (see 
Table 41 for means and standard deviations). Figure 4 illustrates the differential DV mean 
scores by self-rated level of AIDS risk among the sexually active "unsafe" participants. 
Insert Figure 4 about here 
Differential Risk Profiles by Gender and Sexual Activity 
A 2X2 MANOV A was conducted to examine differential risk profiles by gender and 
sexual activity across all participants . All 13 DV s were included in three MANOV As, 
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separated by Cognitive, Attitudinal and Behavioral areas in order to maintain sufficient 
power in the analyses. Factual AIDS Knowledge, Transmission AIDS Knowledge, 
Perceived AIDS Knowledge, Misconceptions, Perceived Susceptibility for Risk, Condom 
Use Efficacy, Homophobia, Sexual Assertiveness Partner Communication, Sexual 
Assertiveness Condom Use, Substance Use, Substance Abuse, Partner-risk History, and 
Self-risk History, constituted the risk variables of interest in this analysis. Evaluation of 
assumptions of normality, linearity, and multicollinearity were satisfactory and no outliers 
among any variables were identified. Due to unequal n's, adjustment was made in 
statistical computation, as described earlier, in order to meet the assumption ofvariance-
covariance matrices . Additionally, an examination of Box's M test results revealed the 
homogeneity-of-dispersion-matrices assumption as satisfactorily met. 
Overall, significant interactions were found in all three domains. For reference, 
Table 42 shows the means and standard deviations for all subgroups analyzed and discussed 
more fully below. Main effects are included in Table 42 for the interested reader, although 
the central foci in the reported results are the significant interactions . 
Insert Table 42 about here 
Cognitive. A significant interaction was found between gender and sexual activity 
for the Cognitive MANOVA (Pillai'sE(4, 232) = 4.15,p<.01), although a relatively weak 
association between the IVs and combined DVs was present (ri2 = .07). Only one 
Cognitive DV, Misconceptions, was significant (E(l, 235) = 16.23,p<.001), showing 
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sexually active young men with the highest Misconceptions, and their nonactive 
counterparts at the lowest (see Table 42 for means and standard deviations) . Young 
women have significantly greater Misconceptions when sexually active than when 
nonactive . Figure 5 depicts the effects of gender X sexual activity on the variable, 
Misconceptions . 
Insert Figure 5 about here 
Attitudinal. The Attitudinal MANOV A also rendered a significant interaction 
(Pillai's £(3, 233) = 6.00, p<.001), also with a relatively weak association between the IVs 
and combined DVs present (ll2 = .07). Gender and sexual activity were found to have 
significant interaction effects for both Perceived Susceptibility for Risk (E(l , 235) = 4.74 , 
p<.05) and Homophobia (E(l, 235) = 12.89,p<.001) . Perceived Susceptibility for Risk 
appears to be significantly higher among the young men than young women, sexually active 
or not (see Table 42 for means and standard deviations); and significantly higher for 
sexually active teens than nonactive counterparts by gender . Figure 6 indicates the 
significant gender X sexual activity interaction for Perceived Susceptibility for Risk. 
Insert Figure 6 about here 
With regard to the Homophobia variable, young women appeared to be fairly consistent, 
whether sexually active or nonactive, in having low reported homophobic indicators. 
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However, sexually active young men were found to be at the highest for Homophobia, in 
contrast both to their nonactive male counterparts and to sexually active young women . 
Figure 7 displays the gender X sexual activity interaction for Homophobia . 
Insert Figure 7 about here 
Behavioral . The Behavioral MANOV A also produced a significant gender X sexual 
activity interaction (Pillai'sE(6, 230) = 11.19,p<.001), with a moderate association 
between the IVs and combined DVs present (ri 2 = .23). Four of the five DVs had 
significant interactions : Sexual Assertiveness Partner Communication (E(l, 235) = 24.23, 
p< .001), Sexual Assertiveness Condom Use (E(l, 235) = 13.04,p< .001), Substance Use 
(E(l, 235) = 4.21,p<.05) , Substance Abuse (E(l , 235) = 6.30,p< .0l), and Self-risk 
History (E(l , 235) = 17.45, p< .001). 
Sexual Assertiveness Partner Communication was generally perceived as higher by 
the nonactive subgroup, who offered their predicted responses , than the actual behavior 
reported by sexually active teens (see Table 42 for means and standard deviations) . 
Nonactive young women predicted their assertiveness behavior to be highest, however the 
opposite occurred for the active women . Sexually active young men reported higher 
assertiveness for partner communication than active young women . A similar pattern 
emerged for Sexual Assertiveness Condom Use among subpopulations . Figures 8 and 9 
depict the gender X sexual activity interaction for Sexual Assertiveness Partner 
Communication (Figure 8) and Condom Use (Figure 9) . 
98 
Insert Figures 8 & 9 about here 
Similar patterns emerged for Substance Use and Substance Abuse, with both 
genders within the sexually nonactive population reporting significantly less use and abuse 
than sexually active counterparts (see Table 42 for means and standard deviations). For 
sexually active adolescents, young men reported significantly more substance use and 
substance abuse than young women . Figures 10 and 11 depict gender X sexual activity 
interaction for Substance Use (Figure 10) and Substance Abuse (Figure 11 ). 
Insert Figures 10 & 11 about here 
Finally, a significant interaction between gender and sexual activity was also found 
for Self-risk History . Although the sexually nonactive teens , both men and women , 
reported low Self-risk History , this pattern changed with sexual activity (see Table 42 for 
means and standard deviations) . Sexually active young men reported a significantly higher 
Self-risk History than sexually active young women . Figure 12 shows the gender X sexual 
activity interaction for Self-risk History . 
Insert Figure 12 about here 
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Sexually Active Youth . Further MANOV A analyses utilizing only the sexually 
active subgroup were undertaken to examine gender differences among the 13 DVs within 
this subpopulation . Results of evaluations of the assumptions of normality of sampling 
distributions, homogeneity of variance-covariance matrices, linearity, and multicollinearity 
were satisfactory. Computations were adjusted for unequal n's, and separate analyses were 
undertaken in the three areas of interest to maintain sufficient power. 
With use of Pillai's criterion, the Cognitive MANOVA was significant (Pillai's£(4, 
123) = 8.39,p< .001), with a moderate association between the IV and combined DVs 
found (yt2 = .21). As depicted in Table 43, three of the four Cognitive components were 
significantly different for gender: Factual AIDS Knowledge (E(l, 126) = 12.89,p<.001), 
Perceived AIDS Knowledge (E(l, 126) = 10.75,p<.001), and Misconceptions (E(l, 126) = 
24.05,p<.001). 
Insert Table 43 about here 
Sexually active young women had significantly higher Factual AIDS Knowledge, and 
perceived their AIDS knowledge as significantly higher than sexually active young men; and 
young men had significantly higher Misconceptions than young women (see Table 43 for 
means and standard deviations). 
The Attitudinal MANO VA also rendered significant results (Pillai's £(3, 124) = 
21.68,p<.001), with a moderately high association between the IV and combined DVs 
found (ri2 = .34). Perceived Susceptibility for Risk (E(l, 126) = 39.96,p< .001), and 
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Homophobia (E(l , 126) = 41.95,p< .001) were significantly different between genders . 
Sexually active men reported significantly higher Perceived Susceptibility for Risk and 
Homophobia than female counterparts (see Table 43 for means and standard deviations). 
Behaviorally, nearly all the DVs were found to be significantly different between 
genders (Pillai'sE(6, 121) = 13.21,p< .001), with moderately strong associations between 
the IV and combined DVs (1'12 = .40). Sexual Assertiveness Partner Communication (E(l , 
126) = 6.50,p<.0l), Sexual Assertiveness Condom Use (E(l, 126) = 21. 14, p< .001) , 
Substance Use (E(l , 126) = 12.59,p<.001), Substance Abuse (E(l, 126) = 13.54,p< .001), 
and Self-risk History (E(l, 126) = 6.50,p< .001) significantly differed between the sexually 
active young men and women . Young men reported significantly higher Sexual 
Assertiveness for both Partner Communication and Condom Use than young women, and 
reported higher Substance Use, Substance Abuse, and Self-risk History than young women 
(see Table 43 for means and standard deviations) . One-way ANOV As also reealed that 
sexually active young men had a significantly higher Sex Risk composite score (E(l,126) = 
6.30,p< .0l), and significantly higher logarithmically transformed Sex Risk composite score 
("Log Sex Risk") than young women (E(l,126) = 3.71,p<.05) . 
Figure 13 pictorially depicts DV mean scores for sexually active youth by gender. 
Insert Figure 13 about here 
Sexually Nonactive Youth . Similar MANOV A analyses were conducted for 
nonactive youth for potential gender differences among the 13 D Vs. Results of evaluations 
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of the assumptions of normality of sampling distributions, homogeneity of variance-
covariance matrices, linearity, and multicollinearity were satisfactory. Computations were 
adjusted for unequal n's, and analyses were undertaken in the three areas of interest to 
maintain sufficient power . 
Gender was nonsignificant in Cognitive analyses. The Attitudinal MANOVA 
rendered significant results (Pillai'sE(3, 107) = 2 .87,p< .05), with a low association 
between the IV and combined DVs (rt2 = .06). Perceived Susceptibility for Risk (E(l, 109) 
= 6.44,p<.0l) and Condom Use Efficacy (E(l, 109) = 3.73,p<.05) showed significant 
gender differences. Nonactive young men perceived their susceptibility for risk as 
significantly higher than nonactive women, while nonactive women predicted their Condom 
Use Efficacy to be significantly higher than nonactive young men's. Table 44 shows 
MANOV A and post hoc results across all three domains for nonactive youth by gender. 
Insert Table 44 about here 
The Behavioral MANOVA was also significant (Pillai's E(5, 105) = 3.32,p<.0l), 
with a low association between the IV and combined DVs (rt2 = .07) . Sexually nonactive 
women predicted their Sexual Assertiveness abilities to be significantly higher than that 
predicted by nonactive men for both Partner Communication (E( 1, 109)= 12.28, p<. 00 I) 
and Condom Use (E(l, 109)= 8.50,p<.0l) (see Table 44 for means and standard 
deviations) . 
Figure 14 graphically displays DV mean scores for nonactive youth by gender. 
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Insert Figure 14 about here 
Safe Versus Unsafe Behavior. Three area MANOVAs were conducted to compare 
sexually active participants with safe and unsafe sexual practices , defined by consistent 
versus no condom use. Although assumptions of linearity and multicollinearity were 
satisfactory and no outliers were identified, the assumption of homogeneity-of-dispersion-
matrices was violated in each MANOVA analysis; therefore, the results from these analyses 
should be treated with caution . Additionally, in order to meet the assumption of variance-
covariance matrices , similar calculation adjustments were made in the statistical analyses as 
mentioned with previous MANOV A analyses; however, the extreme differences for unequal 
n's in these analyses also caution interpretation of the results that follow . 
In comparisons of safe versus unsafe sexually active adolescents, both the Cognitive 
and Behavioral MANOV As rendered nonsignificant results. The Attitudinal MANOV A, 
however, approached significance (Pillai' s E(3, 124) = 2.78, p< .05) with a low association 
between the IV and combined DVs ('112 = .06). Table 45 lists means and standard deviations 
for the comparison groups, and MANOV A and post hoc analyses. 
Insert Table 45 about here 
The consistent condom users , or safe adolescents , reported significantly lower Perceived 
Susceptibility for Risk (E(3, 126) = 5.08,p< .05) and Homophobia (£(3 , 126) = 4.18, 
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p<.05), and significantly higher Condom Use Efficacy (£(3, 126) = 4.99, p<.05), than their 
unsafe counterparts (see Table 45 for means and standard deviations). 
Sexually Active Versus Nonactive . Three area MANOV As comparing sexually 
active and nonactive youth across the 13 DVs were conducted . Evaluations of the 
assumptions of normality of sampling distributions, homogeneity of variance-covariance 
matrices, linearity, and multicollinearity were satisfactory. 
MANOV As comparing the sexually active youth to the sexually nonactive group 
across both genders reveal significant differences in the Cognitive domain (Pillai'sE(4, 234) 
= 7.70,p<.001), with a low association between the IV and combined DVs (ri2 = .12) . 
Nonactive youth report significantly higher Factual AIDS Knowledge (E(l, 237) = 4.38, 
p< .05) and significantly lower Misconceptions (E(l, 237) = 4.38,p< .05) than sexually 
active counterparts. Table 46 shows MANOV A and post hoc results of gender differences 
by sexual activity. 
Insert Table 46 about here 
The Attitudinal MANOVA produced significant findings for all three DVs (Pillai's 
£(3, 235) = 15.62,p< .001) with a moderate association between the IV and combined DVs 
(ri2 = .17). The sexually active youth perceived their susceptibility for risk as significantly 
higher than nonactive youth (E( 1, 23 7) = 3 7 .18, p< .001 ), had significantly higher 
Homophobia than nonactive teens (E(l, 237) = 17.20,p< .001), and had lower Condom Use 
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Efficacy than that predicted by nonactive youth (E(I, 237) = 17.48,p< .001) (see Table 46 
for means and standard deviations). 
Behaviorally, significant differences were found for all DVs between the sexually 
active and nonactive adolescents (Pillai'sE(6, 232) = 176.64,p< .00I) with a strong 
association between the IV and combined DVs (rt2 = .82). Nonactive youth predicted their 
assertiveness skills to be significantly higher than reported behavior of the sexually active 
group for Partner Communication (E( I, 23 7) = 121. 7 5, p<.001) and Condom Use (E( 1, 
237) = 92.10, p< .001) (see Table 46 for means and standard deviations) . Sexually active 
youth had significantly higher Substance Use (E(l, 237) = 56.36,p< .001), significantly 
higher Substance Abuse (E( 1, 23 7) = 29 . 4 7, p<. 00 I), significantly higher Partner-risk 
History (E(l, 237) = 255 .34,p< .001), and significantly higher Self-risk History (E(l, 237) = 
724.65,p<.001) than nonactive adolescents. 
Figure 15 depicts mean scores for DVs between sexually active and nonactive teens . 
Insert Figure 15 about here 
Transtheoretical Stages of Behavior Change 
Adolescent responses were examined for staging with current (indicative of behavior 
during the past year of completing the questionnaire) and future (for the six month period 
following completion of the questionnaire) condom use among the sexually active group . 
Response categories for current condom use were paired with four Transtheoretical Model 
stages (see, Prochaska & DiClemente, 1983, 1984; Prochaska, DiClemente, & Norcross , 
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1992; Prochaska, et al., 1994): Precontemplation ("Never use condoms"); Contemplation 
("Sometimes use condoms, but not always"); Action ("Started always using condoms less 
than one year ago"); and Maintenance ("Started always using condoms over one year ago"). 
Similarly, predicted condom use responses for "the next six months" were also staged 
accordingly: Precontemplation ("No plans for future use"); Contemplation ("Maybe 
sometimes, but not always"); Action ("Plan to start using condoms"); and Maintenance 
("Already use condoms") . 
Sexually Active Participants . Examining staging variables with sexually active youth 
revealed that 27.1 percent (n = 33) of the adolescents considered "unsafe," reported their 
stage of behavior change inaccurately . These youth perceived their current condom use 
behavior to fall within Action or Maintenance stages, but given their reported sexual 
behavior in the past 12 months, would more accurately be categorized as Contemplation or, 
in some cases, Precontemplation (no condom use). Nevertheless some accuracies were 
noted. Of the six safe sexually active teens, four considered themselves currently in the 
Maintenance stage, and two in the Action stage. Six months from questionnaire completion 
date, five of the six consistent condom users predicted they would be in Maintenance, with 
one remaining in Action. Table 47 lists response frequencies for current and predicted 
condom use behavior for sexually active youth by gender . 
Insert Table 47 about here 
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Totals were adjusted to correct for the above-mentioned inaccuracies, by restaging 
according to "unsafe" (inconsistent condom use) or "safe" ( consistent condom use) 
behavior reported in the behavior matrix . Unsafe was recoded as Precontemplation/ 
Contemplation, and safe as Action/Maintenance. When totals were adjusted, 95. 3 percent 
(n = 122) of the sexually active youth would fall in the Precontemplation or Contemplation 
stages, with the remaining 4.7 percent (n = 6) considered within Action or Maintenance. 
In order to pinpoint inaccuracies more precisely, sexually active youth were then 
categorized into three groups based on condom use reported in the behavior matrix: 
always, sometimes, or never (using condoms in the past year) . Comparing adolescents' 
reported condom use in the behavior matrix to their responses for present condom use 
staging, inconsistencies were noted. As shown in Table 48, 27 of the 63 sexually active 
young men (42.9 percent), and 25 of the 65 sexually active young women (38.5 percent) 
placed themselves in current condom use stages that were more advanced than their 
reported sexual behavior reflected during the past year. Thus, aside from the 27. 1 percent 
misclassifying themselves mentioned above, an additional 14.8 percent (n =19) erroneously 
classified themselves in Contemplation (or sometimes using condoms), when they reported 
no condom use during the past year in matrix format, more accurately reflecting the stage of 
Precontemplation . Therefore a total of 40 .6 (n = 52) staged themselves inaccurately by 
self-report . 
Insert Table 48 about here 
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An attempt to estimate accurate staging of the sexually active adolescents was generated 
based on the Transtheoretical Model's progressive stages of change . Specifically, 
individuals advance through the stages of change sequentially, and are not likely to bypass 
stages in the process, especially in a short span of six months . Using the figures provided in 
Table 48, stages were adjusted to the reported sexual behavior during the past year. For the 
most part, individuals reporting inconsistent condom use ("sometimes") and staging 
themselves in the Action or Maintenance stages were moved to Contemplation, and 
individuals reporting no condom use ("never") were reclassified in Precontemplation, which 
more accurately reflected their sexual behavior patterns over the past year. Similarly, stage 
estimates were adjusted for predicted condom use in the next six months, without skipping 
ahead more than one stage . As depicted in Figure 16, original staging indicators for current 
and predicted condom use reported by adolescents revealed a substantial increase in the 
most adaptive stages, Action and Maintenance . 
Insert Figure 16 about here 
However, when staging was adjusted based on adolescents' sexual behavior reports over 
the past year for both current and predicted condom use, the graph portrays a less than 
optimistic view for safe behavior patterns (see Figure 17). 
Insert Figure 17 about here 
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Although Figure 17 may represent a more realistic view of adolescent sexual behavior, it 
should be noted that these figures were also estimated by downgrading stages based on 
sexual behavior reported in a matrix format for the past year. Since it is impossible to 
determine whether information obtained in single-item inquiries or figures reported in the 
behavior matrix account for such inaccuracies, further analyses with staging variables 
utilized teens' reported stages . Inaccuracies noted in comparing Figures 16 and 17 are 
provided for cautionary interpretation of differential staging findings with sexually active 
youth, provided below. 
Analyses were undertaken to examine whether AIDS risk variables differed by stage 
of change (IVs) with the sexually active participants among all 13 subscales as DVs . 
Attempts to include gender with a factorial 2X4 MANOVA (gender X stage) rendered 
nonsignificant interaction results in all three domains, Cognitive, Attitudinal, and Behavioral 
risk for both current and predicted condom use staging . Significant main effects for gender 
were noted, however, only for predicted condom use staging (E(l, 126) = 4.35,p<.05) . 
Thus analyses were conducted with sexually active youth , inclusive of both genders for 
current condom use staging; while separate analyses by gender were conduced for predicted 
condom use staging in order to preserve power in the analyses and examine differential 
stage progression among variables . All assumptions were satisfactory for MANOV A 
analyses with no outliers identified . Post hoc ANOV As were conducted as well as 
conservative Scheffe tests utilizing a stringent alpha level at . 01, for identifying specific 
stage differences for risk. 
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The Cognitive MANOV A for current condom use rendered significant findings 
(Pillai's E(12, 369) = 2.96, p<.001), with a fairly strong association between IV, or staging 
variable, and combined DVs (r{ = .26). Table 49 reports means, standard deviations, 
MANOV A and post hoc results for AIDS risk variables across Transtheoretical stages. 
Insert Table 49 about here 
Significant group differences were realized for Transmission AIDS Knowledge (£(3, 124) = 
2.64,p<.05), and Misconceptions (£(3, 124) = 7.44,p<.001). Post hoc Scheffe tests reveal 
that no two staging groups differed significantly for Transmission AIDS Knowledge; 
however, the Maintenance group significantly differed from the Contemplation group with 
Misconceptions . Youth at the Maintenance stage for current condom use had significantly 
lower Misconceptions than youth in the Contemplation stage (see Table 49 for means and 
standard deviation comparisons) . 
The Attitudinal MANOVA examining differential stages for current condom use 
was also significant (Pillai's E(9, 372) = 4. l 1,p<.001), with a moderately strong association 
between the staging variable, and combined DVs (rl = .27). Both Condom Use Efficacy 
(£(3, 124) = 11.00,p<.001) and Homophobia (£(3, 124) = 3.41,p<.05) significantly 
differed by stage, although post hoc Scheffe analyses found only Condom Use Efficacy 
having significant differences. Youth in the Maintenance stage for current condom use 
reported significantly higher Condom Use Efficacy than youth in the Contemplation stage 
(see Table 49 for means and standard deviations) . 
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The Behavioral MANOVA was also significant (Pillai's £(18 , 363) = 2.33,p<.01), 
with a fairly strong association between the staging variable and combined DVs (r{ = .31). 
Sexual Assertiveness Partner Communication (E(3, 124) = 2.92,p<.05), Sexual 
Assertiveness Condom Use (E(3, 124) = 5.19,p< .0l) , and Self-risk History (E(3, 124) = 
4 .28, p<.01) differed significantly by stage . Scheffe analyses found only Sexual 
Assertiveness Condom Use to have significant differences between the Maintenance and 
Contemplation stages , with the former group reporting higher assertiveness skills than the 
latter (see Table 49 for means and standard deviations) . 
One way ANOVA analyses for the Sex Risk composite score and its logarithmically 
transformed equivalent, Log Sex Risk, found significant group differences for Log Sex Risk 
(E(3, 124) = 5. 83, p< .01). Post hoc Scheffe analyses found significant group differences 
between the Precontemplaters and Contemplaters for current condom use, with the more 
advanced stage, Contemplation, having a higher Log Sex Risk composite score (see Table 
49 for means and standard deviations) . 
Gender Differences . As mentioned above, gender differences were not found in the 
current condom use domain, thus gender differential analyses were conducted for only 
predicted condom use with staging variables among the 13 subscale risk variables (DVs) . A 
factorial 2X4 MANOVA (gender X stage) rendered nonsignificant interaction results in all 
three domains, Cognitive, Attitudinal, and Behavioral risk, thus separate MANOVA 
analyses were performed for the sexually active young men and young women. All 
assumptions were satisfactory for MANOVA analyses with no identified outliers . 
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As shown in Table 50, the Cognitive MANOV A was significant for the sexually 
active young men (Pillai'sE(l2, 174) = 1.85,p< .05), with a fairly strong association 
between the staging variable and combined DVs (1,2 = .34) noted. Transmission AIDS 
Knowledge (E(3, 59) = 3.64,p<.05) and Misconceptions (£(3, 59) = 3.32,p<.05) were 
significantly different between stages for predicted condom use; however post hoc Scheffe 
test failed to distinguish specific group differences between the four stages (see Table 50 for 
means and standard deviations). 
Insert Table 50 about here 
The Attitudinal MANOV A was also significant for sexually active young men 
(Pillai's E(9, 177) = 2.45, p<.01), with a fairly strong association between the staging 
variable and combined DVs ('r,2 = .33). Only Condom Use Efficacy revealed significance 
between the groups (£(3, 59) = 5.26,p<.0l) with the Scheffe tests showing youth in the 
Maintenance stage as having significantly higher Condom Use Efficacy than youth in the 
Contemplation stage (see Table 50 for means and standard deviations) . 
For the sexually active young men, the Behavioral MANOVA was also significant 
(Pillai'sE(l8, 168) = 2.43,p<.0l), with a very strong association between the staging 
variable and combined DVs ('r12 = .62) noted. Only Partner-risk History was significant 
(E(3, 59) = 3.74,p< .01), with nonsignificant post hoc results for group distinction. 
While both the Cognitive and Behavioral MANOV As were nonsignificant for 
sexually active young women, the Attitudinal analyses revealed significant group differences 
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(Pillai' s E(9, 183) = 1. 94, p<. 05), with a moderate association between the staging variable 
and combined DVs (ri2 = .26). Depicted in Table 51, as with sexually active young men, 
only Condom Use Efficacy was significant (E(3, 61) = 4.27,p<.0l), for sexually active 
young women. 
Insert Table 51 about here 
The post hoc Scheffe test revealed young women in the Maintenance group had 
significantly higher Condom Use Efficacy than counterparts in the Action group (see Table 
51 for means and standard deviations). 
Predicted Condom Use Among the Sexually Nonactive Participants. Responses 
from the sexually nonactive youth regarding their predicted condom use and associated 
staging are listed in Table 52. 
Insert Table 52 about here 
Fifteen of the 111 sexually nonactive youth predict they will become sexually active within 
the next six months, and report their behavior would be in the Precontemplation or 
Contemplation stages for predicted condom use . The majority (86.5 percent) report no 
plans for sexual activity within the next six months. 
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Qualitative Results: Focus Groups 
Conference Youth Focus Groups : A Pilot Study 
Given the structured time frame of the Youth-to-Youth Conference, and limited 
opportunities to conduct in-depth focus groups, the six half-hour sessions for the nine 
Conference Youth participants comprised a pilot study for further exploration . In this 
manner, the Youth-to-Youth Conference "family group" guidelines and structure were 
maintained while simultaneously exploring areas related to adolescent perceptions ofHIV-
risk. Ultimately, these initial six sessions provided the information necessary to produce the 
semi-structured format for more extensive investigation at a later date with the School 
Youth (see Appendix G). 
Nine youth, six young women and three young men, ranging from 13 to 15 years in 
age, met twice daily with the primary investigator and a 17-year-old young man as co-
facilitator. Sessions were comprised of games to learn names, establish trust, and resist 
peer pressures for drug use and unwanted sex, and followed by open discussions on 
particular topics. Brief descriptors of participants that were informally gathered are listed 
below, although the names have been changed for confidentiality: 
Cathy: 13-year-old, Caucasian, young woman from New England, affluent 
family background, listens attentively, enjoys sailing 
Christine: 15-year-old, Caucasian, young woman from New England, 
middle class socio-economic background, talkative, cooperative, often 
challenged young men in discussions 
Clark: 14-year-old Caucasian, young man from the Northeast, lower 
middle class socio-economic background, very dramatic in attention 
seeking, attempted to "out-do" participants, group quickly ignored tactics 
for attention (e.g. tripping over furniture, etc.) 
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Patrick: 14-year-old, Caucasian, young man from the Northeast, middle 
class socio-economic background, befriended Clark, giggled often and 
cracked numerous jokes, somewhat disruptive 
Leon : 14-year-old, young man of Hispanic descent, from New England, 
low socio-economic background and currently in foster care, biological 
parents divorced, small build, often sulked and withdrawn, uncooperative 
with games, drug and sexual abuse history 
Amy: 14-year-old, Caucasian young woman from New England, upper 
middle class socio-economic background, timid at first but easily warmed 
up to group after first session, not very talkative 
Shelbi: 14-year-old, Caucasian, young woman from the Northeast, 
affluent background, appeared and presented as slightly more mature than 
her chronological age, fairly talkative 
Megan: 14-year-old, Caucasian, young woman from New England, middle 
class socio-economic background, slightly overweight and timid, emotional 
about conference ending 
Tara: 14-year-old, Caucasian, young woman from New England, affluent 
background, appeared and presented much older than chronological age 
Session One: Youth participated in games to get acquainted and discussed 
difficulties adolescents often face. Four teens mentioned suicide of a friend or family 
member, six experienced peer pressure to have sex, and all nine had frequent peer pressure 
for drug experimentation. With reference to peer pressure to have sex and condom use, 
participants mentioned the following: 
Christine: "Almost everyone I know talks about sex, like yeah, they had 
sex; but sometimes you don't know if they're just bragging to be popular 
or something." 
Clark: "I never heard anybody talk about condoms, nobody brings it up 
where we're talking ... they probably don't care or something like that." 
Patrick: "Yeah, it seems like they' re making you feel like a 'dweeb' if you 
say you never did it [have sex]." 
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Session Two : During the second session, teens participated in games related to 
resisting peer pressure . Discussion ensued regarding adolescent issues related to drug use 
and sex. One group member confessed to socializing with older youth and having tried "all" 
drugs . Two others joined in stating that they had also tried drugs, but were challenged by 
the group as to whether they were bragging or telling the truth . These two youth quickly 
withdrew from the conversation when inquired about specific drug reactions by the 
adolescent claiming to "do the most drugs ." 
Leon: "Your parents can tell, like you can't fool 'em, by the eyes, by the 
black dot in the eyes ... " 
Clark: "I did it [tried drugs] and wished while I was doing it that I didn't. 
Like it felt too weird, all the time while I was doing it I wished I didn't... 
But I don't remember a lot of stuff .. I was with my girlfriend, she did it 
too, I dunno what happened, she kissed me I think ." 
Patrick: "Yeah, I felt that way too." 
Leon: "It's like time stood still, like a minute was like a million hours ... 
yeah, I forget what happened a lot of times, and I was always with a girl if 
I wanted to be .. the first time I did it [had sex] I was smoking [marijuana] 
and it [had sex] just happened ." 
Session Three : The third session continued with peer pressure topics, games to 
assist in youth saying, "No," and role playing assertiveness skills. Discussion regarding 
what may occur when adolescents say, "No," how they are perceived, and drug accessibility 
followed. 
Amy: "My school is boring, nothing happens there with drugs, we're all 
really boring I guess." 
Shelbi: "Mine too, but I know someone, my best friend's friend, who does 
drugs and brags about a bunch of boyfriends ... she makes me feel bad 
sometimes, like I'm not good enough to have a boyfriend because I don't 
want to have sex. I think you have to be ready, and she makes fun of me." 
Cathy: "I know someone like that, she's really popular in my school. Like 
she's very pretty, she's probably got about 25 boyfriends, um ... , and lots of 
girls want to be like her, um ... , sometimes I do too, but I don't know 
how." 
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Patrick: "I know someone like that, her name is K---. I was with her 
once, but nothing happened ... , she wouldn't even let me kiss her, and a 
bunch of guys like made fun of me because of it. So I like sometimes 
would pretend that we did it [had sex], so they wouldn't laugh at me." 
Session Four: Continued role playing ensued to resist peer pressure in various 
situations, with open discussion regarding substance use following. 
Megan: "I tried wine once at Christmas time and, like gross, I don't like 
the taste of it." 
Tara: "I like beer . I know it's bad, and I hate to say it, but I like the taste 
of it." 
Christine: "Once I was at a party my [older] brother had and they had tons 
of beer and I had some. I felt like really, really silly and laughed a lot, and 
I was dancing with one of my brother's friends, he was really cute . But 
later he tried to get me into my bedroom . [Pauses.] I dunno what would 
have happened if my brother wasn ' t there, he got really mad, started 
yelling and smacking him. I felt really bad after that." 
Leon: "I tried it all. Now I just say, 'No,' I just don't care . Once I even 
had a guy pull out a knife, but all my friends told him to just leave me 
alone. Then he just said, 'Okay, cool,' when he saw all my friends with 
me." 
Patrick: "Yeah, sometimes the older gangs in my school try to force you 
to do it [drugs and/or alcohol], you just want to run away as fast as you 
can, but sometimes you just can't." 
Session Five: Discussion revolved around difficulties teenagers have regarding 
sexual activity, peer pressure, and knowledge and questions about AIDS . Four participants 
reported misconceptions, primarily labeling IDV "a gay disease." Approximately half did 
not realize that HIV can be acquired heterosexually; however the young women appeared 
to be more knowledgeable on the topic than the young men. 
Clark: "I don't know any gay people ." 
Tara: "You don't have to be gay to get AIDS you know ... " 
Clark: "Yeah, gays and druggies get AIDS, I don't have to worry ... " 
Tara: "You can get AIDS from sex too, you don't have to be gay, you 
dork!" 
[Group is silent] 
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Participants were highly inquisitive regarding transmission routes, prevalence rates among 
their age group and protective measures. Two young women interjected often , responding, 
"I knew that," while others remained silent or inquired further . 
Clark: "So I could get AIDS even though I'm not gay?" 
Patrick: "Whoa! No way!" 
Tara : "If you have sex with a lot of different people, you're like just 
asking for it." 
Amy: "Come on you guys , you didn't know that?" 
Shelbi: "Even I knew that." 
Session Six: During the final session , the majority of the time was spent with 
reviewing lessons learned during the course of the entire conference . Youth eagerly 
volunteered information they each thought was most important. 
Clark: "I don't think sex is a good idea, I was thinking about it, I'm afraid 
of AIDS." 
Amy: "I think I'll wait until I get married ... " 
Cathy: "I don't need to be popular that way ... " 
Tara: "You could use a condom ... " 
Patrick: "I think everyone should always use a condom ... " 
Shelbi: "I would, or I'd tell him, 'No way ... "' 
Clark: "I'm still really afraid of catching it, I never thought about that, I 
mean I really thought it was mostly gay guys that get it." 
Christine : "I don't think I'll drink beer anymore if my brother has another 
party . I'll probably just go out of the house or something. You never 
know what you might do, I mean when you drink and stuff" 
Leon: "I already learned a long time ago, I don't like the headaches 
[referring to hangovers]. I once had one that lasted for a week. It's just 
not worth it." 
Megan: "After hearing your stuff, I don't think anyone could make me 
drink, plus it's gross tasting anyway." 
Prior to closing ceremonies and "good-byes," all participants were offered an opportunity to 
inquire further about any misconceptions or questions they had together as a group or 
privately with the group leader. Participants felt fairly knowledgeable and did not raise any 
relevant issues . 
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School Youth Participation 
Prior to conducting focus groups with School Youth, an informal tally was 
conducted through homeroom and first periods for School Youth to determine rationale for 
nonparticipation two days before the last of the seven survey dates . Since focus group 
participants were comprised of volunteers from youth completing the survey, the informal 
tally was an additional effort to recruit last minute participants if conditions permitted . 
Additionally, it allowed youth who opted not to participate an opportunity to state why, and 
provided further qualitative information, or at a minimum, offered a creative outlet. 
Anonymous tally sheets consisted of a checklist format with four questions: gender, 
grade, age and five options regarding participation: (I) did or will participate; (2) would 
have participated if there was a better class time; (3) did not want to participate; (4) parents 
did not give permission to participate, and (5) other. Only 11 homeroom teachers did not 
return the tally sheet packets, yielding a 63 percent return rate, where 600 of the 956 
students returned the tally sheets. Table 53 reveals the results of the participation tally. 
Insert Table 53 about here 
Among tally respondents, it appears that 14 students indicated that they "will participate" 
on the last survey date, but did not. Also, 20 percent would have participated if there was a 
better class time, 42 percent did not want to participate, five percent did not receive 
parental permission, and 20 percent stated "other" reasons .
1 
The most frequent among 
1 Because some participants indicated more than one reason for this item, this total percentage exceeds 100 
percent. 
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"other" responses were: "forgot about it," indicated by 36 students, "didn't know about it," 
(29 students), and "never got the time" (eight students) . Twenty-four teens reported 
"other" responses such as "I was absent," "I'm busy that day," "lost" or "didn't get 
permission form," "didn 't ask parents," or "parents didn't read," or "parents ( or teacher) 
lost form." Nine indicated "other" responses of"I don't like AIDS," "I don't really care," 
"I wasn't ready to participate," or "I don't know," and two stated the prize money wasn't 
adequate. The remaining ten reported creative "other" responses , such as "my cousin is a 
gay transvestite and asked me not to participate," "I want to be a guy [inclusive with a 
feminine name], I'm gay," "I am a homosapian," "I'm having a sex change," "not smart 
enough," "my pet amadillo [sic] died," "threw it on the floor," "it got trashed," "surgery on 
my brain," and one is best not repeated. 
School Youth Focus Groups 
Of 110 survey participants, 80 signed up, 23 did not attend, and 4 neglecting to 
enroll decided to attend, yielding a sample of 61 participants . Focus groups were held on 
three separate days, with each day having a different semi-structured discussion outline. 
Since School Youth had the option to attend up to three focus group sessions, once on each 
of the three dates, some overlap is present in feedback checklist information. Overall, 61 
participants comprised the focus group attendees , with some attending one, two or three 
sessions. 
To reduce uneasiness and establish rapport, questions started with general areas and 
moved to more specific topics regarding behavior. Topics included: (1) AIDS Research 
( survey feedback, understandable, sections liked or disliked, suggested areas for inclusion, 
120 
perceptions of response honesty, the value of survey research , and suggested methods of 
AIDS prevention for teenagers) ; (2) Scope of the AIDS Pandemic (ages afflicted, local 
prevalence rates , populations afflicted and homophobia) ; (3) Societal Dilemmas (problems 
for insurance companies, issues with segregating infected persons, and rights of infected 
pregnant women); and, (4) Teenage Risk Situations (availability of information, risk 
situations on a continuum and sexual assertiveness scenarios) . Although a semi-structured 
format was followed, students were encouraged to discuss differences of opinion, bring up 
relevant issues and ask questions . All incorrect statements or misperceptions were 
corrected at the close of each group in order to allow group participants to discuss or 
debate issues with minimal interference by the leader . The unobtrusive method was utilized 
to examine the extent of knowledge before providing correct information . All groups were 
prefaced with an introduction : (1) thanking participants for attending; (2) emphasizing no 
"right" or "wrong" answers, (3) the importance of confidentiality with material discussed in 
group , ( 4) minimizing self-disclosure by having participants speak in generalities or precede 
comments with "I know someone who ... " ; and (5) obtaining permission to take notes . 
All School Youth participants completed an anonymous demographic checklist 
inquiring about gender , ethnicity, age, grade , number of groups attended , and a 14-item 
adjective feedback checklist regarding both the survey and group attended . Although the 
average group attendance was about six, on three instances only one student attended; 
however, the remaining 19 groups had adequate attendance. Table 54 provides a focus 
group summary of demographics across the 3-day period for School Youth, as well as 
feedback from the 14-item adjective checklist . 
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Insert Table 54 about here 
As shown in Table 54, checklist feedback was fairly positive. The "other'' category 
included a mixed reaction : 22 teens reported positive comments as: "pretty awesome," 
"good idea for teens," "will come again," "liked to discuss it," "got a lot of questions 
answered," "glad I could express my feelings," "educational," "learned a lot," "you asked 
good questions," "pretty cool," "very informative," and "thank you ." Four teens reported: 
"good, but I sort of held back," "would have liked it better if I was with people in my own 
age group," "weird," and "very hard." 
Focus group participants also provided anonymous feedback regarding the 
questionnaire instrument in a checklist format, as well as within group discussion on the 
same topic . Many adolescents reported positive feedback for the questionnaire itself, as 
indicated in Table 55. Adolescents indicated in written form "other" feedback responses 
which included: "didn't apply to me," "uncomfortable," "weird," "asked a lot about my 
friends," "personal," or "uneasy to answer, " while eight students had more positive "other'' 
indicators: "survey good for kids," "educational," "a good idea," and "informative." 
Insert Table 55 about here 
It should be noted that since focus group dates took place on three prearranged days within 
a 4-week period after survey completion, and many participants attended on more than one 
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occasion, adolescents attending groups on the last day were not asked for survey feedback 
to take into account recall considerations and to reduce response redundancy . Thus Table 
55 reflects adolescents' feedback from group participants on days one and two only. 
Anonymous Questionnaire Feedback. All survey participants, both Conference and 
School Youth, had the opportunity to provide anonymous feedback regarding the 
questionnaire in a "comments" section at the end of the document. No Conference Youth 
participant provided comments, which may have reflected the limited time span these teens 
had to complete the questionnaire and the full schedule involved in the 3-day conference . 
School Youth, however, provided ample feedback, listed below. 
2 
YW(13)SN : "My mom is gay so I don't have a problem with gay 
people ." 
YW(13)SN : "I think it was a kind of confusing test, but I'm glad I could 
help. Thank you!" 
YW(13)SN: "Thank you for allowing kids our age to be able to take the 
survey!" 
YM(13)SN : "Very long, fairly hard, takes a long time to do." 
YW(15)SN: "This is a very interesting test." 
YW(13)SN: "Some of the questions are kind of personal. But it was a 
good idea. I think there should have been separate surveys, one for junior 
high, and one for senior high." 
YW(14)SN: "I want to know more a lot more about AIDS, because there 
are a lot of times when I want to have sex with someone I really love. I 
know ifl do, I could get AIDS. That's what I'm afraid of But I always 
think about having sex. I am to [sic] afraid to talk it over with my mom 
because I don't know if she'll give me a huge lecture. She told me never 
to be afraid to talk to her, but I am still." 
YM(14)SN : "I think this survey was greatly put together . It did not make 
me feel uneasy." 
YW(13)SA: "I think this was a good survey. Very interesting." 
YW(13)SA: "I think this was a very good idea!" 
YW(15)SA: "I think people (teachers) should talk about relationships 
with people also. Like a teenager getting involved with an adult. I wish 
people would spend more time on that." 
2 Demographic information obtained from questionnaire: YW=Young Woman; YM=Young Man; number 
in parenthesis indicates age of respondent; SN=Sexually Nonactive, SA=Sexually Active. 
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YW(13)SN: "I don't know what this survey is going to prove, but I think 
it was well organized and I hope you learn a lot from it. Thanks!" 
YW(l5)SN : "Questions #108-113 [peer risk] were hard to answer 
because my friends are not sexually active." 
YW(13)SA: "I feel very sure of all of all my answers." 
YM(l 7)SN: "Question #138 [sexual orientation] confused me, when I 
read it I thought of it as if I was going to have sex what type of partner 
would I prefer." 
YW(13)SN: "This survey was very personal but I did not mind. I'm a 
healthy person and not planning to have sex until I'm married. I have not 
drank or taken drugs and not planning to . This was very helpful to my 
thoughts of the future . Don't worry you will see me in the three classes 
[focus groups] . I'm looking forward to them. Thank you for bringing up 
this test, it will change many people's lives and how they think on the 
HIV/AIDS subject." 
YW(l5)SA: "I'm very glad I could help with the survey!" 
YW(l5)SA: "I've been with the same person for 2 years . He was a virgin 
before me. He and I enjoy sex together and do it frequently even though 
I'm 9 1/2 months pregnant.3 I've been very careful about who I sleep with 
in my life and I get tested about every 6 months ." 
YW(l 6)SN: "Questions about my friends were difficult to answer, 
because I don't have sex and my friends don't either." 
YW(16)SN: "It was a good survey, but I don't have anything to do with 
sex, and I don't want to ." 
YW(13)SN : "I think this test was very helpful. It let me learn that I will 
have safe sex. When I am married is probably the first time I will want to 
have sex. This test was very personal but it taught me many things as I 
filled it out. I have never had a drink and I have never done drugs and I 
hope to keep it that way! Thank you for your enrichment on this subject. 
Thanks!" 
YW(13)SN: "Are they going to find a cure for AIDS?" 
YM(13)SA: "I don't know what oral sex is. I have had sex but it is too 
hard for me to talk about so some of the questions I just put none." 
YM(l 7)SA: "I think the questions were very right to the point and it's 
[sic] makes me wonder how kids or teenagers can even think about using 
and doing drugs without having a few screws loose upstairs . It is very sad 
to know that our teenagers are so bad and make so many stupid decisions 
for themselves that we have to have a survey like this to find out how bad 
this young world really is. I've learned over the last 5 months that know 
[sic] matter how much you think you know someone or love someone you 
can never be to [sic] sure about everything they tell you no matter about 
sex or just themselves . Thank you!" 
3 Visually apparent. 
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YW(l 5)SN : "It wasn't as bad as I thought the survey would be. I have 
had boyfriends but I told them I am thinking of waiting to [sic] I get 
married." 
YW(13)SN: "Do they have a cure for the AIDS virus or HIV and when 
will they find it?" 
YW(l6)SA: "Very good survey, and I hope you get all the information 
you need ." 
YW(13)SN : "HIV is an easy thing to get. I never want to have sex. This 
survey has taught me a lot of things that I didn't know ." 
YM(l3)SA: "This survey was fine, but a lot of it was about sex like it was 
a sex survey, I know it was also about AIDS." 
YW(l4)SA: "The survey was very interesting and helpful." 
YW(l5)SA: "The definition of 'sex partner' was strange to me. I thought 
a sex partner is someone who you've had sex with." 
YW(l6)SA: "Sometimes as strong as a person may be, sex gets tricky 
with so many feelings involved. You want to please the person your [sic] 
with but also do what's right for you. You should also ask questions 
#152-154 [substance use with sexual behavior] in the way of-- was your 
partner under the influence?" 
YW(13)SN: "I think this survey was a great idea. Now others can really 
know how much they know about AIDS ." 
Focus Group Topic One: AIDS Research 
Survey Discussion. There were no indications of comprehension difficulties with the 
survey, many stated the survey was understandable, "okay," "fine" or "easy." Additionally, 
nearly every group participant mentioned that the anonymity of the questionnaire had eased 
uncomfortable feelings or awkwardness, and ensured honesty of responses: 
YW(13) 4: "Anonymous was a good way because people would probably 
just put what their friends would put or they would just like lie about their 
answers if it wasn't anonymous ." 
YM(l4) : " ... it wouldn't be good to have people put their names on it... 
they might be afraid like someone might like make fun of them ." 
YW(13): " ... they might feel uncomfortable, but they don't have to put 
their names on it, so it's ok." 
YW(l4): " ... most people would be honest ifit was anonymous ." 
YW(l4): "I knew it was confidential, like no one would know my 
answers, so that was good." 
4 Information regarding gender and age were noted during discussion groups on feedback sheets. 
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YW(16) : " ... I think it's kind of necessary to ask those kinds of 
questions." 
YW(13) : "I think anonymous was good , like it was really helpful." 
YW(13) : " ... it's good not to put your name on it.. . and it's good to tell 
why you need to find out about it, that it's important." 
YW(l5) : "I think you would have got a lot of different answers if it 
wasn't anonymous ... " 
Suggestions for survey revisions were few . Eight students stated that they did not like 
answering questions about :friends' behaviors because they "didn't know," and one 13-year-
old young woman disliked homophobia questions . One 14-year-old young woman 
suggested that survey-takers list all the facts they know about HIV/AIDS. Another 16-
year-old young woman stated that questions regarding substance use prior to sex were 
relevant, " ... but more should have been asked if their partner was under the influence ... that 
could help determine what the answer would be like during the whole situation ... " 
Although the project was promoted as a study on adolescent health, many students were 
aware the topic was relevant to AIDS from information provided from teachers . It should 
be noted that originally, the global "health" reference was intended to increase participation 
by reducing uneasiness (e .g ., Gwadz & Rotheram-Borus , 1992), along these lines, and 
approximately 10 percent of focus group participants believed others may have participated 
but felt it was irrelevant to them . Nevertheless, several students reported personal benefits 
from completing the survey : 
YW(13) : "It's hard to answer some questions when you didn't do 
anything, but I like the fact, that well, you know , you think of what you 
might do in that situation ... " 
YW(14): " ... it was good, because it made you think." 
YW(16) : "The survey was good like because you have so many classes 
that you start to get like a little burnt out, and a lot of people just start to 
like not paying attention because it's just the same stuff over and over 
again, and you're just not as interested as if it were like when you're all by 
yourself and you have the survey in front of you and you have to answer 
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questions, and it kind of makes you think more than sitting and spacing out 
in a class." 
YW(13) : "I think it's good to have kids predict behavior, because then 
you can think about it." 
YW(13) : " ... I thought that the questions about education were good, like 
'could you answer questions about AIDS,' or like teach someone about 
AIDS and give them the right answer, and stuff like that were really good 
because it made you think about what I knew, and it made me think a lot 
about what I would do ... because there were a lot of questions like testing 
your knowledge and there were some things that I thought I knew, but I 
didn't." 
YM(13) : "I think you should give it to parents ." 
YW(13) : "I did a report on AIDS and I think it helped but not as much as 
I thought , I mean I didn't know that much about it even after the report, 
but I think I learned a lot when I took the survey." 
Seventy-one percent of the group participants agreed that surveys can help researchers learn 
more about AIDS, while the remaining individuals did not comment one way or another . 
Most students responded that surveys "were a good idea," and some added that 
"researchers can find out what you have to teach them by their answers," "it helps them 
have teenagers' opinions," and that can be beneficial in predicting risk, and prevention and 
intervention for teens. 
Suggestions for AIDS Prevention Strategies . Ample suggestions were provided 
when participants were asked for suggestions for AIDS prevention strategies for teenagers. 
The most popular response ( discussed by 66 percent of the students) was "teaching" or 
"providing information," coupled with comments about health education at younger ages, 
and the relevance of having same gender teachers. 
YW(13) : " ... show them how and talk to them about having AIDS, tell 
them about the different ways they can protect themselves ... " 
YM(14): " ... teach them the correct ways to try harder not to get it.. ." 
YM(14) : "Yeah, like tell them the truth, like I hear a lot about like you 
can get it from kissing, or like it's just a gay disease ... " 
YW(13): "I'd go classroom to classroom and tell them about it ... " 
YW(15) : "Teach them what to do not to get it." 
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YW(14) : "But no one listens to teachers, they're [students] just bored, so 
they don't listen, and they do things anyway ... but to add humor is a good 
way to get people to listen." 
YW(15)YM(13) : "I just think they should have an optional class so like 
someone could go if they want, and didn't have to ... yeah, if you want to 
learn about sex." 
YW(14)YW(15) : "You could talk to people." 
YW(13) : "Yeah, just ask them what they do know first." 
YM(14): " ... have discussion groups ... yeah, use the 'I know someone 
who .. .' idea ." 
YW(13)YW(l4)YW(15): " ... could have groups like this for people who 
want to know more about it." 
YW(16) : "I don't think educating people is good anymore, because I 
know, like even though I know a lot of stuff about it, but I don't know if 
people would actually do the right thing, I mean when it comes right down 
to it, it's the person's own decision ." 
YW(13): " ... when people just don't know about some things, and they 
should somehow have classes that transfer over for adults in schools and 
for people who have kids with HIV or AIDS ." 
YM(14): "Yeah, I think parents are telling the wrong things sometimes, 
just to scare us." 
YW(13) : " ... yeah, parents should be taught too, like if they had more 
knowledge, then they probably like would not worry, and like I think we 
should try to get things to tell parents about it, and have them go to maybe 
like a class, then they wouldn't be so afraid to have like the kids know 
about the same things ." 
Discussions about health class with different gender teachers and the importance of 
knowledge at an early age occurred in several groups, typical of the following excerpts. 
Several participants indicated that learning about safe behaviors does not promote sexual 
experimentation. 
YM(13) : "Right now the seventh grade, I know even the sixth graders, a 
lot of people didn't like get all the information on AIDS, and yet like we're 
still getting a chance to fill out the survey and these discussion groups, like 
they're real good, but I think a lot of them are still being ignored because ... 
AIDS was barely touched upon and we're not getting a lot of information. 
But different people mature at different rates and they're willing to try new 
things and they've had sex unprotected or something, or drugs ... a lot of 
people are trying drugs out of curiosity ... " 
YM(14) : "Yeah, it's not even taught to younger kids, we learned about 
biology and stuff about our bodies, but nothing about AIDS until health 
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class in like high school. We should have talked about it a lot earlier, like 
before junior high but a lot of people think that it's too early. They should 
teach stuff like that way before high school." 
YW(16): "I think that even if people aren't sexually active, they should still 
learn about it, because a lot of people just don't know if they are going to 
be sexually active, they can't say 'well I'm 16' or whatever, and they might 
get pressured into it, and they really don't realize it but maybe they will 
become sexually active, or maybe they really don't want to be but it just 
happens ... " 
Group Leader: "Do you think teachers talking about sexual issues might 
give the students the impression that it' s okay to go out and do it?" 
YW(16): "I think that they have the choice anyway, and it just helps them 
to know how to like protect themselves if they choose to ." 
YW(13): "No, it doesn't influence them, it just gives them knowledge 
about AIDS." 
YM(13): "It's much better than learning stupid stuff, or like things that 
you like find out later are wrong, and then you just don't believe them 
[parents] anymore." 
YW ( 13) " ... the teachers should just ask the kids if they know about it, 
because I mean kids don't mind talking about it but I mean like having 
boys and girls together for some things are not good ... , they laughed and it 
felt weird." 
YM( 13) "Yeah, we just got out of health and we had to learn the 
reproductive system and all that, and we had a lady teacher, and the class 
was all boys, so like she was always running around because the boys were 
laughing. Well probably half of them felt uncomfortable having a lady 
teacher, when the only time we basically ever really learned about the stuff 
was when we had another man ... " 
YM(13): "There's like a certain sense that like if certain information is 
given to people like sometimes that if you give too much information and 
people think they like know it all, that they're like going to go out and 
probably like try sex and whatever and like they know it and they're not 
going to get AIDS and everything, but then if you don't tell them anything, 
like they could be really in worse trouble because they probably will go out 
and try it anyway and like won't know what to do, like you know, 
protection and stuff" 
YW(13): "Yeah, it's worse not to tell kids." 
YW(13): "Yeah much worse not to tell them." 
The second most popular suggestion for AIDS prevention for teens, discussed by 31 
percent of the group participants, was having a "real" person with AIDS talk to them. 
Interestingly, many youth placed much emphasis on the term "real" in their descriptors. 
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YW(14): "I think like bringing in real life people so that people like can 
see a real person with AIDS might change their minds about stuff like sex, 
and make them think a lot more. I was at another school once, and they 
brought in people, and before they came in all of us had no idea about it, 
and we all thought it was mostly a gay thing." 
YW(14)YM(13) : " ... maybe get a real person with AIDS tell them ... " 
YW(13) : " ... you could have person with AIDS come and talk to a class, 
but they might be afraid ... they say they wouldn't be afraid ... , but they back 
away." 
YW(14): " ... learn about it from their friends, peer teachers, or a peer with 
AIDS, ... someone our own age would be good ... a credible person, like 
Magic Johnson, ... everyone would listen." 
YW(13): " ... have a person with AIDS talk to them, a real person , so like 
they could know what it was really like, like maybe Magic Johnson or 
someone like that." 
Group Leader : "Would it have to be a popular person? What about a 
stranger?" 
YW(13) : "A stranger would be good ... but a teenager would be better , 
because like everyone would just say, 'oh they're so young, they have so 
much more life left, how could that happen to them?' ... because a lot of 
teenagers think, ' oh, I'm young it would never happen to me." 
YW(14) : " ... if they weren't the same age as us then I mean, they would 
have to be the same age ." 
YM(14) : " ... show them a teenager with AIDS, a real teenager, otherwise 
they just don't care." 
YW(15): " ... seeing someone with it, would be scary." 
YW(15) : " ... maybe I'd feel differently ifl knew someone, or I met 
someone with AIDS ." 
YW(15) : " ... it would hit me certainly ifl thought I could be that way, like 
it could be me ... " 
YW(13): " ... like if they had a classmate that has AIDS, bring them in to 
talk, so they could like see this person, and say 'oh wow, ' like kind of the 
Ryan White story ." 
YW(15) : " ... maybe take them to a hospital and show them a person with 
AIDS." 
YW(14) : " ... I mean suddenly your whole viewpoint on that would 
change, people would start thinking, well what did this person do to get 
AIDS? And well, am I doing the same thing?" 
YW(14): " ... you're back to that old scenario that you won't get AIDS 
unless you are gay, so if you brought someone that was heterosexual, I 
mean you have to teach people that you can get it if you are heterosexual... 
I mean then they would say, 'Wow , I could really get it.' They'd say, 
'yeah, it could happen to me, I think I should slow down ."' 
YW(15) : "Well the first time [I met a person with AIDS] it was kind of 
weird, cause when I found out he had AIDS I just stared at him, and 
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couldn 't believe it because he looked just like everybody else, he didn't 
look sick at all. Once you realize, like you know, that you could be with 
someone with it who looks totally normal, you realize that you could get 
it." 
Approximately one-quarter of the group participants mentioned the distribution of condoms 
as a suggested method of AIDS prevention for teens . 
YW(13) : "Buy a lot of condoms and make a lot of brochures and give 
them to kids and schools ." 
YM(13) : " ... run condom commercials ... and they should open a condom 
store 24-hours a day." 
YW(13) : "Probably , putting a [condom] vending machine in the 
bathroom, all the bathrooms ." 
YW(14) : " If they were free or in a vending machine, it would be less 
embarrassing ... more people would get them in a machine, or use them like 
if they didn't cost money ." 
YW(15) : "I think they should hand out condoms in school or have 
dispensers in bathrooms because I know a lot of people that have had sex 
and they didn't use a condom, and they said they were embarrassed to go 
to the drugstore, and if there had been a dispenser in school, then, you 
know, then when no one was in the bathroom they could have just got one 
then ." 
YW(14)YW(15) " ... high school definitely [for condom dispensers] and of 
the junior high people could just come over and get one anyway." 
YW(l 4) : "Teenagers just don't care ... they wouldn't use a condom if a 
woman on was birth control. .. why should they if she' s taking the pill? ... 
or maybe she can' t, maybe her boyfriend won't agree to it [using a 
condom], maybe she thinks it could never happen to her, but mostly 
because nobody ever really thinks about it." 
YW(14): "She might not want to [use a condom] because probably 
because the guy she is with, she like probably thinks oh well, he really 
looks healthy, he probably doesn't have AIDS ... Yeah, I was sitting with 
a guy once and I found out that he has AIDS, and I was like, no way, he 
looks so normal, I couldn ' t believe it!" 
Socialization issues arose on a few occasions regarding gender responsibility with condom 
use, typical of the dialogue below: 
YM(13) : " ... teach people about AIDS ... and give them condoms so that 
they have them ... give them free condoms at school. .. or have condom 
machines in bathrooms." 
Group leader : "In the ladies' room and men's room?" 
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YM(13) : "Well, they [girls] don't need them ." 
YM(13) : "It's kind of the guy' s responsibility." 
YM(13) : "Why would girls carry one around? They shouldn't have to." 
YW(l5) : "No, they should have one, just in case the guy doesn't bring 
one or something, or he doesn't want to go get one, there won't be any 
excuse then not to use one ." 
Approximately 13 percent suggested prevention methods utilizing the media with 
pamphlets, newspaper , billboards, television, books, radio and movies. 
YM(13) : " ... give them pamphlets ... you could put a big ad in the 
newspaper that says, 'have safe sex' or billboards ... but some people won't 
do the right thing even if they know the right thing ... you can't really help 
them if they don't care." 
YW(14) : "I have Magic Johnson's book, I think that's a good way ... " 
YW(13): "Maybe put some real life stuff in a real story on TV or movies 
that like would make it really interesting ... it would be more believable." 
YW(13): "Yeah, they just sort of slip AIDS into the movies, but there's 
never really a movie about AIDS, it's like slipped in later on because 
people don't like to hear it. That's why I really like the Ryan White story 
better, it was more real, and less boring ... the kids really want it, because 
it' s less boring when it's real." 
YW(13)YW(l4)YW(15) : " ... could have TV and radio shows ... " 
YW(13)YW(l4): "Do a promotion or something on TV. .. on MTV, like 
a teenager with AIDS ... " 
Ten percent of the respondents discussed other prevention suggestions such as finding a 
cure, giving counseling, mandatory testing , giving people more self-esteem "to know what 
to do," and one 14-year-old young man thought that giving young men a vasectomy would 
reduce the spread of AIDS . 
Focus Group Topic Two : The Impact of the AIDS Pandemic 
Age Group. Group participants were asked which age group they felt AIDS was 
most a problem for, and why. Ninety-one percent stated "teenagers," and the remainder 
replied "little kids," "college kids," "people in their 20s" and "possibly 30s." Excerpts are 
listed below: 
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YM(13): "College kids ... maybe high school, maybe teenagers ... because 
they use drugs, they have gangs ... they're like smoking and having sex." 
YM(14): "Little kids and then teenagers ... like little kids cut themselves up 
like doing blood brothers and stuff. .. teenagers are a big problem because 
like they are the ones that are having babies, so it's a big problem for 
them ." 
YW(13) : " ... because a lot of teenagers are sexually active at earlier ages 
and most people don't check to see if their partner has AIDS or a sexually 
transmitted disease ." 
YW(13): " ... because a lot of teenagers are having sex and all that, and the 
statistics show that more and more are getting sick and killed by it." 
YW(13): " ... more peer pressure to have sex ... if you want your friends to 
think you're cool, like it's cool to have sex." 
YW ( 14): "Probably because of all the sex, there's a lot of it, I guess it's 
supposed to be that way if you want to be popular." 
YW(15) : " ... because they're fooling around or whatever more than those 
who are married." 
YW(15) : "They're fooling around more ." 
YM(13) : " ... because they're the party animals ." 
YW(13): " ... too much drinking and stuff." 
YW(15): " ... they're experimenting ." 
YW(13) : " ... they're sexually active and drinking." 
YW(15): " ... too much sex, and they're more active ." 
YW(14) : " ... too much unprotected sex." 
YW(14) : "They're curious ... experiment too much" 
YW(14) : "I think in general they don't realize, well they don't think it 
could happen to them, they think it would never happen to them." 
YW(14): " ... sex is supposed to be good but it's good if women have 
assertiveness to use a condom ." 
YW(13): " ... probably the older kids ... well because a lot of 15-year-olds, 
or a lot of teenagers want to be cool and everything, and think it's cool to 
have sex, they are more popular because they brag a lot, and they are 
usually the leaders, so they' re cool.. . there's a lot of pressure to like, you 
know, [to have sex] on younger kids." 
YW(13) : "Well, I know a lot of people, like our age [13] that already had 
sex ... " 
YW(13) : " ... there are things like to do to protect yourselflike with a 
condom , but like a condom is not like an everyday thing, so they're 
[teenagers] not thinking about it, like they're not thinking well ifI'm doing 
it I could be taking my own life in my hands and like risking it, but you're 
not thinking about that. But though, I know people like when they were 
going to have sex they're not thinking about using condoms, or about 
AIDS, they're not thinking about it." 
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Location . Teens were asked if they thought AIDS was a problem in Connecticut. 
Slightly less than half stated "yes," or "it is everywhere," yet misperceptions were evident: 
YW(13) : "No it's not really a problem in Connecticut.. ." 
YW(13): "It's like a problem, over there." 
YM(l3): " ... there's no gay people in Connecticut!" 
YM(13) : "My mother says we don't have to worry here [in Connecticut]. " 
YW(l3): "No , I mean right now I think certain places it's a real problem 
in like California and New York, like in California, I'm sure there are 
people there that have AIDS and New York probably has some people 
with AIDS." 
YM(13) : " ... well, if you live in the country, you probably won't get it ... 
[because] in the country like there are no gangs, and no drug dealers ... and 
I haven't heard a lot about it in Connecticut." 
YW(13) : "No ... maybe." 
YW(13) : "I don't know anybody with it and I think a lot of people don't 
know anybody with it here." 
YW(14) : "I think it's becoming a problem in Connecticut, but it isn' t right 
now." 
One dialogue revealed fear of discussion regarding AIDS and that a few students thought 
there might be some safe location in the world : 
YW(l5): " ... stuff like that scares people and this is a small community, 
and you don't want stuff like that to get around, because then everyone 
might get real scared." 
YW(15): "There's no way anyone would say anything." 
YM(14) : "Yeah, my parents say real stupid things, and don't want to talk 
about it." 
YM(l 4): "Yeah, they would just try to ignore it." 
YM( 13): "Yeah but, what about Alaska, is it a problem there?" 
YW(15) : "Yeah, I'm going there ." 
YW(15): "Well, yeah, is it like a problem everywhere? How about like--
Africa?" 
YW(15): "Africa is where it all started!" 
YW(15) : "Of course it's in Africa, more than everywhere else!" 
YM(13) : "How about Brazil? Or like Siberia?" 
Populations Afflicted. In the first focus group, the issue of homosexuality arose, 
and five of the nine participants indicated that they didn't know that heterosexuals could be 
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infected. About 75 percent of all participants verbally indicated that AIDS was "a problem 
for people in general," that it was not a "gay disease," yet some said," ... most people today 
think it's a gay disease," of the remaining 25 percent, some nodded in agreement, others 
appeared to be unsure. In one dialogue, two young women discussed a recent television 
program and the Bible: 
YW(13): "I heard a show on TV the other day and how um.., how only 
gay people get AIDS, it was like a talk show or something, and that's what 
they were telling people that only gay people can get AIDS, and like there 
was this guy and he didn't like gay people so when people started getting 
AIDS, he was saying that like they were all gay people and everything." 
Group leader: "Which show was that?" 
YW(13): "Rikki Lake ... I don't think that that is true, and I don't think 
that they should have a show like that with that title because if you were 
just flipping the channel and go by it, you might get the wrong idea or 
whatever, listening to him talk about it. You can get AIDS and not be gay, 
because anyone can get it and anyone can give it." 
YW(15): "I don't think that it's right like because I don't understand how 
they can say that on that show because like it's probably not true and 
probably a lot of people will hear it." 
YW(13): "I'm saying like God said it shouldn't be so, because in the Bible 
it says that people, that people shouldn't be gay and everything, that they 
shouldn't like and something about um ... , only gay people have bad things 
happen to them, it says that in the Bible ... that being gay is bad and they're 
the cause of all bad." 
Homophobia. Degrees of homophobia were assessed by inquiring of participants 
their perceptions of homosexuals, how, if at all they were "different," stereotypical 
identifiers and predicted behavior in various scenarios . The majority indicated that gay 
people are not different, however some stated otherwise reflecting attitudes of themselves 
or others: 
YW(13): "Maybe the way they act or look." 
YW(13) : " ... maybe like they won't wanna be like friends with the 
opposite sex because I don't know, because they're gay ." 
YW(13): "It feels different [to be around gay people]." 
135 
YW(16): "They're not, but other people might think they are ... some 
people think that something is wrong with them." 
YM(15): "Some people think that they [homosexuals] all have AIDS, and 
stuff like that." 
YM(14) : "They're not [different] .. .it doesn't really effect their life unless 
people choose to make fun of them ... " [ the same student who later stated 
that it would make him nauseous in given scenarios.] 
A 13-year-old young woman expressed belief that homosexuality could be a psychological, 
or a difference "mentally," but could not elaborate beyond reference to a television show: 
YW(13): "It's not really physical or anything, but it could be mentally, a 
mental problem sometimes ... like they act differently some of them." 
Group leader: "It could be a mental difference?" 
YW(13) : "Yeah, like---, like guys like there's a show called, 'My So-
called Life,' and there's this guy in it, and he talks like a girl and he acts 
like a girl and stuff, and like, like that's because like he's gay, and so 
sometimes it's like hard to tell but they're a little different but otherwise 
they're not different from everybody else." 
Perceptions of stereotypic behavior were assessed by inquiring whether people could tell if 
someone was a homosexual without them stating so. Generally, most youth stated that they 
usually could not identify a gay person, although some revealed stereotypic identifiers: 
YW(13): "I wouldn't be able to tell but if they were trying to like make a 
point of it, and like acting like they were gay, or something, I would get a 
little bit suspicious if they were ... like if they were hanging around, like say 
it was a girl, like hanging around girls and really acting weird ... " 
YM(l4): "Well like sometimes, it's like stereotypical but like on TV and 
stuff, like sometimes like, they have like they have all lesbians that are all 
manly and stuff." 
YW(15) : "Like sometimes you can tell, you know, I mean you can't be 
positive but like sometimes like the way they act you would know ... just 
the way they talk ." 
YM(l5) : "The girls are more manly." 
YW(15): "The way they act around people of their own sex." 
YM(14) : "Well, you can't sometimes, it depends how physical they are 
with it, you know, and how they express theirselves in the real world 
outside of the home, you know ... they would be out, you know, kissing 
and hugging with their lover and everything else, out of the home, holding 
hands ... " 
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YW(13) : " ... the way they walk, they swing their hips back and forth and 
everything." 
YW(13) : "Maybe, sometimes, guys are very feminine and girls are very 
masculine, but it's like not, well anyone can be like more feminine or more 
masculine." 
YW(13) : "Sometimes, like sometimes like they way they walk." 
YW(13): "Like if they are a man, yeah I mean the way they put their 
hands and everything, and if you see two of them together , I mean, you 
know they are." 
YW(13) : "Like they had a gay man come in, and I guess it was like last 
year and he talked to us, like the class, and one kid asked like 'how come 
every time you move your hand, your like wrist flips?' and he said that it 
wasn't true, but like every time he like moved his hand his wrist always 
flipped, so you could know if their wrist always flipped ... I can always tell 
if a man is gay." 
Teens were asked to respond to what, if anything, would be different if someone in their 
school was gay, and how might they feel. Changes in perceptions, attitude and affective 
response were measured on a continuum of"closeness," with scenarios ranging from a 
student to a parent. Despite the fact that most youth stated that homosexuals were not 
different from heterosexuals ( other than choice in partners), perceptions, attitude and affect 
changed when global inquiries were rephrased in individual situational contexts . For 
instance, 10 older teens said nothing would change, and remained consistent throughout all 
scenarios, and may have influenced younger students' responses . Yet, consistent with 
quantitative results provided to the school with age comparisons, many groups consisting of 
primarily younger teens revealed a higher sense of uncomfortableness as the scenario 
presented individuals that were closer to them . Interestingly, the descriptor "weird," was 
often used, and further probings for a concrete description yielded, "I can't explain it," or "I 
don't know ." Perceptions that homosexuals could not control their behavior, and that 
heterosexuals were in danger of being molested or raped by a homosexual were evident: 
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Scenario One: A Student 
YW(13) : " ... I'd try to stay away from them because I think I'd feel weird 
about people like that because I do know of like two people in our grade 
that are and um ... , like I never go near them anyways but I know that's 
probably wrong ." 
YW(13) : "Well, I kind of think it's, well like it depends, like I wouldn't 
feel weird if it was like an adult then I mean like I would be too young 
anyway." 
YW(13): "I would feel a little bit weird about it but I wouldn't ignore 
them completely or I wouldn't like be really quiet to them ... I wouldn't be 
ignorant." 
YW(13): "I wouldn't mind them, I wouldn't like try to stay away from 
them, and I wouldn't like make a point oflike walking with them, but if 
they were like just like showing it like around like telling everybody, not 
like just saying they're gay but like keep on saying it like making it more 
than what it should be then I'd get annoyed." 
YM(l3): "Well, if it was in my grade it would be weird because everyone 
would look and see if it was them, and wondering if it was them or them, 
or who it was." 
YW(l5): "No, as long as they didn't make a pass at me." 
YM(13): "Well, like ifl thought that S--- was gay, well, but like, I just 
like might stay away ... well I'd still be friends with him but.. ., because like 
it scares me to like, you know, because like, I wouldn't sleep over his 
house or anything because like he might rape me." 
YW(l5): "Well, it's most likely that an [a homosexual] adult would make 
a pass than a kid ... " 
YM(l4): "I would feel a little bit uncomfortable ... because you don't 
know what they're going to do ... it'll be difficult to not have them look at 
you like, you know, 'oh I think you are real cute,' and all that... I wouldn't 
want them to like be hitting on me." 
YW(13): "I have an aunt who ... is like that... and you kind of feel 
uncomfortable because she gives really big, sloppy kisses ... " 
YM(l4): " ... and I'm sure they might be thinking, 'I don't want my baby 
being around you because you're gay.' ... like they might give them a bad 
influence or something." 
YW(13): "I would feel different. I never confronted a gay person before 
so ... I would not ignore them or be like, I don't know, rude, I wouldn't 
like be rude to them, but I would like just feel different. .. it's hard to 
explain ... it's just like it would be different if I knew them all of my life and 
then all of a sudden I found out that they were gay. I don't know. They 
would stand out in a crowd and nobody else would like them so how 
would I treat them if nobody else liked them?" 
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YW(IS): "Well I seem to feel a lot different because I don't know how 
they might have been judging me the whole time and I would be like 
scared, you know like judging me like if they liked me ... " 
YW(l3): "I would try not to be like grossed out, but then I wouldn't treat 
them mean or anything, I would still be nice to them, but it would be like, 
you know, different." 
YW(l3): "Probably, I mean, you might feel different but if they were like 
a friend, you would try to keep them friends unless they like did something 
really weird or whatever." 
YW(lS): "It kinda freaks me out." 
YM(l3) : "Ifl didn't know the person I wouldn't be too worried but I 
mean, if .. maybe if the person was a little closer than I thought. .. if it were 
a best friend, it would be different. .. like the way you act around them ... 
maybe what you say." 
Scenario Two: A Best Friend 
YW(16) : "Their sex preference doesn't change the person ." 
YM(13): "I can't explain it.. . well, he would be a friend, I would still care 
about them ... I'd try ." 
YW(IS): "As long as you made it clear to them that you weren't gay." 
YW(13): "Well it kind of depends on whether it was a boy or a girl.. . I 
mean you could be friends with them but you would have to watch out and 
make sure they didn't make a move on you." 
YW(l3): "Everyone would make fun of them ." 
YW(13): "It would be kind of confusing ." 
YW(13): "Yeah, if it was a girl, you wouldn't know if they were going to 
come on to you ... " 
YW(13) : "Well people would think that ifl kept hanging around her that I 
might be gay, so I wouldn't like ... I would just like tell her and like still be 
her friend but 'it's the community that doesn't like you and not me' and 
everything." 
YW(13) : "Well if the kid's parents were gay, I wouldn't feel different 
about the person because the kid wouldn't be gay just because the parents 
might be, so it wouldn't change anything under that." 
YW(l3) : "I wouldn't go over their house! ... because you would never 
know what they were going to do to you!" 
YW(15) : "They just have a different sexual preference , it doesn't mean 
they're going to molest you ... " 
YW(l3) : " ... you don't know how gay they are, I mean some people are 
like obsessed because they're gay and so they should be like separate ... 
yeah, like they' re obsessed with like their own kind." 
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As situational contexts changed, youth confirmed that with homosexuality, a higher degree 
of uncomfortableness was associated with a same-gender relative in family scenarios . 
Scenario Three : A Sibling 
YW(13) : " ... like if they liked you, or if they liked one of your friends, it 
would like feel really weird." 
YW(13): "It like wouldn't really matter, because you know there's like no 
way they'd like you or something, or do anything that would make you 
uncomfortable for you ... " 
YW(13): "I don't think that it should matter, but it would feel kind of like 
a little weird, like if you were there and like I would feel a little bit 
uncomfortable ... " 
YM(13) : "Well if my grandparents found out, it'd be like on that show, on 
'Wings' there's like, Roy ... , well Roy has a son and the son is just as big as 
him and he was gay and he told Roy and they kept fighting and fighting---
he was yelling." 
YM(13) : "I don't think my sister would make a pass at me anyway ... but I 
wouldn't allow them in my room ... they might make a pass ." 
YW(15) : " ... they' re probably not interested in you anyway, and so you 
should treat them ... , well they're still part of the family." 
YM(14): " ... your family isn't gonna hit on you. Nothing [would be 
different] because you wouldn't have to worry about anything because 
they're family ... " 
YW(13) : "I would feel really strange ... because just seeing them together 
gives me the chills, just seeing like two men or two women together.. . I 
don ' t know, it doesn't really bother me, it's just so different, I don ' t know, 
like I can't imagine my brother or anything, it would just be weird." 
YW(13) : "I would feel like really strange like if it were my sister, but if it 
were my brother, I wouldn't feel like that bad because, l mean, he 
wouldn't feel anything about me, well it would bother me a little if it were 
my brother, but like it would just kind of gross me out and everything, but 
if it was a sister and I mean it's like we' re both girls and it would just feel 
uncomfortable." 
YM(13) : "I'd let my parents know what's happening, but it's her choice 
not mine." 
Scenario Four : A Parent 
YW(13) : "It would be different because like, I mean it would be weird 
just seeing them, I don't know, it would be just weird, I don't know, like if 
you were going to live with them." 
YW(l5) : " ... I would just feel like I would want to be by myselfbecause I 
would feel like my parents betrayed me." 
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YW(13): "I'd be embarrassed at first.. . I would like probably feel real 
uncomfortable because I don't know any gay people but later on I would 
probably get used to it and I would probably not mind ... " 
YM(13): "I'd totally like, would do really bad in school so I would have 
to like go to a different school, and then I'd do bad there so then I would 
have to go to like a foster home ... I wouldn't want to see my parents." 
YW(13) : "I would have to think about that one ... because I've been with 
my mom a long time." 
YW(15) : " ... I would feel very uncomfortable ... if it was my dad, I 
wouldn't mind because he's gay ... but ifit were my mom, I would just feel 
very uncomfortable about it." 
YM(13): "I'd go with the straight one ... you think that the gay one would 
marry and you'd have two dads or two moms or whatever, that would be 
scary ... " 
YM(14): "I would be uncomfortable with it ... I would ask my mom not to 
talk about it or ask my dad not to talk about it in front of me .. it would 
make me sick. .. because! you teach your children, I don't even want to 
know because it makes me nauseous just to think ofit, you know. It's all 
right and everything, just keep me out of it, you know." 
YW(13) : " ... my friends wouldn't want to come over or anything 
anymore ... if it's like your parents then it's different, but if it's like 
somebody else's parents it would be like a lot different. But then if it 
happens to me but then, like it's never going to happen to me, but then like 
if it does, it's like kind of, it's like really weird ... " 
YW(13): "Very uncomfortable." 
YW(13) "I'd go with the straight one." 
YM( 14) "I would too!" 
YW(15) : "I'd have to be in that situation to know ." 
YW(l3): "I would feel really uncomfortable." 
YW(13) : "I would be very ... I would be very upset, I don't know. I 
would change completely ifit were one of them ... I probably wouldn't 
accept, like if it.. ., like the girlfriend or boyfriend, because I would ... like ... 
feel very uncomfortable ." 
YW(13) : " ... I know I would like go with the other parent automatically . 
But like if the court would allow me to, I would just go with another 
relative because I would just not be able to see my parent like ... being 
gay." 
Focus Group Topic Three: Societal Dilemmas 
Insurance Companies. In order to promote awareness of how AIDS can affect all 
individuals directly or indirectly three social issues were raised for discussion or debate . 
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The first societal dilemma posed to the students was the cost of insuring infected 
individuals . The dilemma was introduced to students explaining that since medications 
permit longer life expectancy for HIV and AIDS infected individuals, insurance companies 
may attempt to drop infected persons, or raise premiums for policyholders to cover costs . 
Nearly all replied that it was "unfair " or that insurance companies "shouldn't have the right" 
to drop infected people . However, when the roles were reversed and students were asked 
to imagine themselves as a policyholder paying higher premiums or as a president of a 
company about to go bankrupt , several suggestions and debates ensued. 
YW(13) : " .. .I think it's mean to drop a person with AIDS, I mean it 
wasn't their fault that they got AIDS , they didn't plan to get AIDS on 
purpose, and they need the benefits the most. .. I would think that those 
insurance companies should just go bankrupt because at least they could 
say, 'at least we tried, we didn't just drop them."' 
YW(13): "I think maybe we should have two different kinds of insurance 
companies, like a low cost for people with AIDS, and a high cost for like 
rich people that can afford like high prices, and just have something for 
other people that can't afford like high prices ." 
YM(13) : " ... it's not fair... probably have to make people pay more 
[premiums], or maybe just raise it for the rich and lower for poor ." 
YW(13) : "They should be treated just like everybody else, no matter what 
it costs." 
YM(14) : " ... it's not fair.. . I guess you could raise the rates ... " 
YM( 14): " ... if they got a job they should be able to deduct it from their 
paycheck or something, and if they don't have a job, maybe the state could 
help out." 
YW(14) : "If you're dying anyway, it shouldn't really matter . Like they 
couldn't really just throw you out in the street if you're dying or anything 
like that. I mean you could go to a hospital or something, so they 
shouldn't have to worry about it." 
YW(14) : " .. . they should still help them, it doesn't matter about the 
money." 
YW(13): " ... ifl had the money, I'd just pay it, but ifl didn't have the 
money, I guess I'd be mad." 
YW(lS): " ... maybe they [insurance companies] should limit the time that 
they help them or something , like start out with full coverage, and then 
start dropping off, like a limited time of coverage ... like a partial thing ... , or 
like I'll pay half you pay the other half." 
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YW(15) : "What about all that money in research, why can't we take some 
of that money and put it into funding for people with AIDS ... you can't 
spend all the money on trying to find a cure ." 
YM(14) : " ... just recommend other insurance companies or find 
somewhere else for them to get help." 
YM(14) : "Maybe they could get two insurance companies, and both could 
like split it." 
Segregation. The second dilemma presented to students was the issue of 
segregating people with AIDS to reduce the spread of infection as attempted in other 
countries . Teens were asked to provide good and bad points to that solution . Most 
professed segregation as "unfair'' or a "bad idea," and stated that a good point was 
reduction in the spread of AIDS . However , some students added to that or stated 
otherwise : 
YW(13): "I don't think it' s right because we know how to not get it so it 
shouldn't be a problem to us." 
YW(13) : "I think that someone like you maybe should go down there and 
like teach them because they might not have the education that we have up 
here." 
YM(13) : "I think it's a good idea!" 
YM(14) : "That's what my parents think, put ' em on an island,' put gay 
people far away." 
YM(13): " ... families get separated ... and some may not have it and might 
be put there by mistake or on purpose ... and a good point might be that it 
won't spread ... well, it might keep them from getting blood transfusions 
from people that have it. .. and it will, I think, it will like help people with 
AIDS because it will like protect them from other people from killing 
them ... but it would be different because you know the person ." 
YM(13): " ... people that got it, it's their fault.. . except for like people who 
got it from like blood transfusions ... it's their own fault! Because they 
didn't protect themselves, so yeah, it's their fault.. . so they should be 
isolated ... because if they got AIDS they could pass it.. ." 
YM(13) : " ... I wouldn't want to watch them suffer anyway, so I would 
just say 'goodbye' now." 
YW(13): "I think they should definitely be separated." 
YM(14) : "They should be in there!" 
YM(14) : "The disease could spread faster because they were with each 
other. .. , it could progress a lot faster in their bodies, you know ." 
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YW(13): "They couldn't spread it, they couldn't give it to somebody 
else ... but you would be held up in one area for a long time and you don't 
have a life anymore ... " 
YW(13) : "It's not a good idea ... maybe one good point might be that they 
can be tested and stuff without having any problems because they're all 
like being like--, treated altogether ... " 
YW(13): "Yeah , if they're not friends with people within that area then 
they don't have anybody to talk to about their feelings and everything. 
And people outside there's problems for them because they don't know 
how it feels ... " 
YW(16): "I think no matter who it was ... isolating him or her from 
everybody else ... that ' s wrong." 
YW(16): "We can take care of their problems without hiding them, we 
start stashing them away it's not going to solve anything ... we're just 
scared of it, so we' re just going to like push them in a comer and not 
worry about it." 
YW(15) : " ... at the same time all these people that are scared of it are 
going out and having sex with a lot of people you know, wait till it comes 
their way ... they probably think that they won't get it." 
YW(l6) : "Nobody thinks that anything is going to happen to them." 
YW(IS) : " ... could stop the spread of AIDS, but it would be hard to get 
everybody ... " 
YW(13) : " ... it's not fair... it's just like having a cold ... but it's worse ... it 
could kill you ." 
YM(13): "It would be like concentration camps like we think because 
they're different they're being isolated , well maybe that might help the 
spread of it but they' re not getting all their rights ." 
YW(13): " ... it's totally unfair to like lock them up, and they can't even 
see their families before they die, but I'm glad that the rates are going 
down, but people have a choice to check to see if they have AIDS or not, 
so it's like their fault, it's not like the country's fault, they have a choice to 
check to see if they have AIDS." 
YW(l4) : " ... most people know how they got AIDS in the first place, but 
it's spreading anyway, so it might be a good idea to get away from people 
with it, but even though I don't like them it's not fair." 
Questions were posed later to find out whether solution answers changed in hypothetical 
situations if friends or family members would have to be segregated due to infection . 
Generally older students had consistent opinions, while younger students who were in favor 
of the idea with strangers, stated that they would "protest, " "kidnap," "fight for'' or "hide" 
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friends or family members. In some groups , teens debated "fault" in infection, insisting that 
people should know the status of a partner beforehand, and all should be honest with their 
HIV-status . 
YW(l4) : "Well, it's partially their fault so maybe they should be in a 
separate town or place ." 
YW(l 4): "I don't think they should do that because it might not be their 
fault, like I think a partner with AIDS should tell the other person that they 
have it. .. they should be responsible about it, and tell a partner if they have 
it.,, 
YW(l5) : " ... and if he loves you, he should tell you." 
Group leader: "Do you think that an infected person would be honest 
about their status?" 
YW(l4) : "Probably not. But he should be." 
YW(l5) : "No." 
YW(l5) : "They'd just lie." 
YW(l4) : "He ' d definitely lie." 
YW(l5) : "When it comes down to sex, they guy will just lie." 
YW(l5) : " ... but if they have it, they just don't care, and they' re angry, so 
why should they tell anyone ... there should be a rule or something." 
YW(l5) : " ... they should have a piece of paper as evidence ... or some 
little thing that you can carry around to find out right away whether 
someone has it or not. .. " 
Confusion about HIV-testing procedures was revealed in several groups . For instance, 
nearly all students suggested testing as an adequate safeguard; however , none of the 
students were aware that HIV had to be in the body for six months before appearing on a 
test result. 
---------= -- ---
YW(13) : " ... they have a choice to check to see if they have AIDS ." 
Group leader: "Okay that's brings up an interesting point. What if 
somebody is about to become intimate, and one asks, 'Do you have AIDS, 
do you have any sexually transmitted diseases' what do you think the other 
person is going to say?" 
YW(13) : "No ." 
YW(l5) : "Yeah right. Like he's going to say he' s got something!" 
YW(l3) : ''No . Ifhe says that he does then she won't have sex, so he' ll 
just say, 'no." ' 
YM(l4) : "Guys just want to have sex." 
Group leader : "But that person checked, and asked ... " 
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YW(13): "Then she should just say we have to get checked out for every 
sexually transmitted disease before we can do anything." 
YW(13): "Go in for a blood test or something ." 
[group discussion regarding six month latency for accurate blood test 
results] 
YW(13): " ... if they were really in love then it wouldn't matter, they 
should wait then and check again in six months if that's what they have to 
do." 
Pregnant Women . The final societal dilemma presented to students was that of 
pregnant women's rights versus rights of the unborn . It was explained to students that 
findings indicate that certain medication given to infected pregnant women greatly reduce 
the likelihood that the unborn child will be infected. Given this information, students were 
asked whether pregnant women should be forced to be tested and take medication . 
Responses to this dilemma were most interesting. Several held firm convictions either way 
regarding forcing a pregnant woman to be tested and taking medication~ however, inquiring 
whether society should be most concerned with rights of the woman or unborn child, many 
disregarded their previous stance and changed their response. Often inconsistencies were 
rationalized as presented in the following dialogue excerpts : 
YW(15): "Yeah ... she should be forced." [3 other young women agree] 
YW(l5): "She should be [forced]" [2 other young women agree] 
YW(l5): "No, she should be forced, and she just should." 
Group leader: "What about rights? Should society be most concerned 
about the rights of the pregnant woman or the rights of the unborn baby?" 
YW(15) : "The woman's ." [unanimous] 
YW(l6): "Women's rights!" 
YW(l5): "Definitely ." 
* * * 
YW(l5): "Yeah, she should be forced ... " [3 other young women agree] 
YM(13) : "Yeah." [one other young man agrees] 
[Later in same group after discussing positive and negative consequences 
of testing] 
Group leader: "So does the woman have the right to refuse to be tested?" 
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YW(l 5): "Yeah, it's her body, maybe she doesn't want to know if she has 
it, because then she doesn ' t have to worry." 
* * * 
YM(15) : "I think it should be their own free will ... it's the woman's 
choice." 
YW(13) : "Women have a right for their own bodies and stuff" 
YW(l 6): "I don't think so, I think that with all the AIDS in the world , it 
should be like just a normal think, if you get pregnant, you get tested ." 
YW(15) : "I think any mother who cares a little bit about their child would 
want to take the drug ... " 
YW(15) : " .. .it's her decision." 
YW(13) : " ... definitely her decision, yeah." 
YW(15) : "I think it should be required but if they can't afford it they don' t 
have to pay for it." 
Group leader: "What about rights? Should society be most concerned 
about the rights of the pregnant woman or the rights of the unborn baby?" 
YM(15) : "The baby' s" [unanimous] 
Group leader : "So then should society force the mother to be tested and 
take the medication if they are protecting the unborn baby's rights?" 
YM(15) : "Oh, yeah, wait a minute." 
YW(13) : ''No, it should be up to her." 
* * * 
YW(13) : ''No, she shouldn't be forced ... I think that it should be their 
choice though, because I mean it's their baby that their raising." 
YM(l4) : " ... I think that every woman should be tested free ... , if they 
wanna be tested ... " 
YW(13) : "Well that also depends on them though, I mean if everyone 
goes around and says, 'It ' s not going to happen to me,' then she might 
think her baby won't have AIDS." 
YM(l4) : "Yeah but what if it does happen to them ... " 
YW(13) : "Well then it's not the doctor's fault then, it's hers for not 
getting tested." 
YW(13) : "I think they should be tested , but not forced ." 
YW(13) : " ... they shouldn't be forced but have a choice and everything ... 
it's their choice." 
Group leader: "What about rights? Should society be most concerned 
about the rights of the pregnant woman or the rights of the unborn baby?" 
YW(13) : "The baby's ." [unanimous] 
Group leader: "Then should society make women get tested and take 
medication for the baby?" 
YW(13): "I would." 
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YW(13) : "Uh ... , well ... " 
YM(l4): "No . Well, yes. I don ' t know." 
Group leader: " So then would there be a choice for the woman?" 
YW(l3) : [Shrugs shoulders] 
YW(l3) : " ... if she had it and was getting like really, really sick and she 
was pregnant, I think she should be forced to take the medicine for the 
baby, but if she wasn't really that sick and it was like the very beginning of 
the disease then I think she should have a choice." 
Group leader : "What if she doesn't want to be tested, she doesn't want to 
know?" 
YW(13) : "I think that she should still be forced to do it because she needs 
to know what , if she does have AIDS, I think she needs to know if she 
should take the medicine or not for the baby." 
YW(13) : "No, it's their choice, if they want their kid to be born with 
AIDS or if they want their baby to have a chance ... " 
YM(13) : "I don't think they have that choice really, because in a way, like 
they do have AIDS and they're not going to get the test and everything, 
that's just like taking another life ... " 
YW(13) : "If you were tested and found out you had it, you might like tum 
real negative ... I'm sure that everybody always thinks, 'Oh it would never 
happen to me' ... " 
* * * 
YW(13): "Well it depends on how old the person is too that's carrying the 
baby, like if she is really young or something then it would probably be the 
doctor's choice, but if it's like an old woman then should could like have 
the test, but it could be like her choice ." 
YM(l 4) : "There shouldn't be a choice, you should just have to take it. I 
mean you have a choice if you don't have the baby and don't get an AIDS 
test but if you're going to have the baby you should have to get the test 
automatically ." 
YW(13) : " ... you know how you have to go for a check-up and everything 
because you're pregnant, well I think that maybe the doctor, like instead of 
asking you, should just do it on everybody ." 
YM(l4): "Well you could like take a vote, you know, and have the state 
do that and if everybody says like 'yeah' then she should like automatically 
be tested if she didn' t already." 
* * * 
YW(13) : "Like if she doesn't want it or stuff like that, they should just do 
it like without telling her, like for the baby, and just tell her it's another 
test.. ." 
Group leader: "Does that violate her rights?" 
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YM(13) : "Yeah ... well wait, I think it would be wrong , but it would be 
better ... it would be [wrong] because of their rights and the constitution ." 
YW(13) : "Well, not really, because if she's pregnant then that ' s the baby's 
rights." 
YW(13) : "She probably might not want to be tested because she thinks, 
'oh that could never happen to me,' and she might just be scared." 
Focus Group Topic Four: Teenage Risk 
Risk Situations. Four situations were presented and participants were asked what 
risks, if any, teens would be faced with in each predicament. Youth were urged to think of 
what "most" teens would do, and that it was not necessary to disclose what they would do 
personally. "Risk" remained undefined in order to investigate what teens would present as 
their perceptions of risk. Scenarios began relatively mild, sneaking out to meet friends 
against parents ' will, and progressed to more potentially "risky" situations. The second and 
third scenarios involved sneaking out of the house to meet friends who had alcohol, or 
thirdly drugs . Last , teens were asked what risks were involved if parents were out and a 
boyfriend or girlfriend were alone and decided to become intimate. 
Scenario One: Meeting Friends 
YM(13) : "They ' d go, they wouldn ' t think about it." 
YW(15): "Well, it depends on how much you want to go out too ... it 
depends on who your parents are, and like how they are ... like some 
parents don't care ... " 
YM(13) : "Yeah, it depends on whether you don' t care what your parents 
said." 
YW(15)YW(16): "Wouldn't take much ... not much at all." 
YM(14)YM(15): " If the kid really wants to go, then they ' ll go, no matter 
what the parents say." 
YM(14) : "It depends on whether they' re goody-goody or not. .. I mean it 
wouldn't take me much, if I wanted to go out, I'm going ." 
YW(13) : "It depends on how old that person is, well not really how old 
but how close they are to that person ... if they are really like a best friend, 
then they might like say um, 'like you do this,' or they would like bribe you 
or like threaten you and stuff so that you would go ... " 
YW(13): "Not risky. Most teenagers would just go ." 
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YW(l5): "Well if it were someone they really like, they'd go." 
YW(l5): "Would depend on ifit were a guy, or a girl for a guy." 
YM(13): "Yeah, I guess ifit was like one of your good friends." 
YW(l5): " ... if it was a boyfriend, they would be right out there!" 
YM(13) : "For a girlfriend? They'd go right through the glass! ... would be 
right out there!" 
YM(13) "They'd go for it... a little risky ... but like it would be okay if no 
one would know." 
Scenario Two : Meeting Friends with Alcohol 
YM(13): "Well, they'd probably let them in, but if they were going to use 
alcohol, I'd kick them out." 
YM(13): "I would do it." 
YM(l4) : " ... if it was a party I wouldn't, but ifit was only a couple of 
people and a case of beer, I might." 
YW(l5) : " ... well like if the person was planning it that night and they just 
had beer, I would ." 
YM(l5): "It's more risky than the window one ... but most teenagers 
would let them in ... well, not if they're like totally against drinking alcohol, 
like they don't drink, but they'd probably still let them in just to party and 
fool around." 
YW(15): "It's more risky than jumping out the window, because if you 
get caught going out with your friends, like sneaking out is a lot less bigger 
issue than getting caught with alcohol. .. " 
YW(13) : "I would tum off the lights and lock the door... I wouldn't let 
them in .... " 
YW(13): "You could have the alcohol, but not take any, and then like I 
saw lots of TV shows and everything like that where they did like have 
that and like they cleaned up like perfect before the parents got home an 
the parents never found out." 
YW(l3): " ... they would think about it, and if the kids put like pressure on 
them, I still think that they would think about it." 
YW(l3): "Yeah, they would probably do it at somebody else's house but 
it's different when you're in your own house ." 
YM(13) : "Yeah, I know quite a few people who would go with no 
problem at all." 
Scenario Three: Meeting Friends with Other Drugs 
YM(13): "I'd probably kick them out." 
YW(15)YM(14) : "That's riskier." 
YM(13): "That's risky ... , well, it depends on what kind of drugs, if it's 
heroine or something ... " 
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YM(13) : " ... because you wouldn't want to do like opium ... you'd have 
the police all over you ... " 
YW(l5): "Yeah, when it's just like pot, then that's different, it's okay." 
YM(13) : "Yeah, then [if marijuana] we probably would ." 
YW(15): "I wouldn't let them in my house." 
YW(13)YM(l4): "Very risky ... at lot of peer pressure ." 
YW(13): "I don't think that they'd go." 
YW(13) : "Not in my own home ... if they really want to do it for some 
reason, they should like do it, like I don ' t know, like in the streets or 
something like far away from people." 
YW(13)YW(15)YM(13): "Yeah ... I know a lot of people that would go ." 
Although AIDS was brought up as a risk by some participants within the fourth scenario, it 
was never brought up as a first concern, usually being secondary to pregnancy . 
Scenario Five: Having Sex 
YM(14) : "They 'd really be in trouble if their parents came home!" 
YW(l4) : "That's risky, like she could get pregnant for sure ." 
YW(13) : "It kind of depends on how well they know the person or 
depends on how long they've been together, like being together for a long 
time, and if they already had it." 
YW(14) : "She might get pregnant." 
YM(l4) : "Whoa! Right." 
YW (13) : "Yeah, they could like get AIDS or the girl could get pregnant, 
especially like if it were a teenager, like most teenagers might not feel 
responsibility for a child, and so if they were using like birth control and 
stuff, you know ." 
YM(13) : "Risky, yeah, but like they'd just do it most likely." 
YW(15) : "Well, it would be up to them, maybe the guy or girl said they 
weren 't ready, and if they were drinking they might not be able to handle 
it, like the pressure to do it and everything ." 
YM(15): "Very high [risk] because there's no adult supervision and 
there's no one to really stop you from doing it if they're out until late or 
whatever ." 
YW(16): "Very risky, they'll just end up doing it if the parents aren't 
there ." 
YM(14) : "Yeah, it's risky." 
YW(l5): "I know a lot of people that would just do it.. ." 
YM(13) : "Well, for the girl, there's a risk that she'll get pregnant." 
YW(13) : " ... but they might think it [pregnancy] would never happen to 
them ." 
YM(13) : "Yeah, and if they had sex, they could get AIDS ." 
YW(13) : "It depends on if the parents decide to come home early ... " 
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YW(13): "They probably would [have sex]. .. if they really liked each 
other ... they probably would ." 
In order to assess decision-making and problem-solving processes, youth were then asked 
what would make that person decide it was okay to have sex. Concern for disease was low: 
YM(13) : "I don't know ." 
YM(13): "If they both want to like, if you're in love or whatever." 
YW(l5) : "Teenagers think that they're in love all the time, they're always 
in love." 
YW(15)YM(l4) : "Well, if both of them want to, they're just going to 
have sex." 
YM(13) : "Well if they're drunk or whatever ... they'll say they're in love." 
YW(IS) : "They wouldn't know what's going on if they were drunk ." 
YW(l5): " If they're prepared." 
YM(l4) : "A persuasive partner." 
YW(13) : "Someone they're interested in a lot.. . well, like mostly that they 
trusted , if they trust that person a lot because then that person would say, 
'you could trust me' so then they might do it." 
YW(13)YM(14) : "Peer pressure." 
YW(13): "Well like if they really did love the person and they were like 
around in the last year of high school and they wanted to do it with that 
person, just that." 
YM(13) : "Hormones." 
YW(15) : "How much they liked the person." 
YW(IS): "Morals. " 
YM(13) : "Pressure [from partner]." 
YW(13) : " ... if you don't like your parents or something and you're not 
allowed to go out.. . you might do it to annoy your parents if they didn't 
want you to go out with that person ." 
As popularity and attractiveness were assessed, it appeared that popularity was important 
for younger teens in the decision to have sexual relations, but not necessarily so for older 
teens . 
Popularity : 
YW(13) : "For some people it might, because they think that 'ifl have 
sexual intercourse with them that it would make me popular too ."' 
YW(13) : " ... yeah, because like if it's a popular person then they could be 
saying like 'well, I'm so popular so, ifl want it, then I can get it."' 
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YW(13): "But I think that if that person were popular then, especially if 
they were really popular, then the person that is popular might tell them 
that, 'oh yeah, she doesn't like sex,' or something like that and they might 
make her really unpopular." 
YW(15)YM(13) : "No [popularity doesn't make a difference]." 
YM(13)YM(l4): "Well yes." 
YM(13) : "Well if you had no friends it would be I guess." 
YW(15): "No ... because then the guy would like go and spread rumors." 
YM(14) : "Not always." 
YW(13): "Well if they had sex then it would be passed all around school if 
the guy or the girl was popular ... they'd probably say 'yes' because like the 
person is popular and they want to be popular too so they probably 
would ." 
YW(13)YW(14) : "Yeah, probably ... it probably would make a 
difference." 
YW(15) : "No, it doesn't make a difference." 
YW(15): "It probably would if they wanted to ." 
YW(l5): "It depends on how much that person likes the other person, but 
it probably would ." 
YM(13) : "They'd probably end up getting more attention." 
* * * 
YW(15) : " ... there might be some pressure ... you might like to become 
popular so you might do it." 
YW(IS): "Yeah, because ifyou don't they'll just talk about you and make 
you look like a total idiot, everyone believes what they [popular people] 
say, so, you know." 
YW(l5) : "But if you do, they could call you 'loose,' so it goes both 
ways." 
YW(15)YW(16) : "Yeah, that's right." 
YW(IS) : "I think that it's worse for girls worse than for guys, girls don't 
talk about guys like that." 
YM(l4) : "That's what you think probably!" 
YW(l5): "Well, I haven't been in any locker rooms." 
YW(l6): "I know guys talk about girls all the time." 
YW(IS) : "Guys go around doing all these girls and they say that the girls 
are pigs. I've never heard a girl make fun of guys for sleeping around . I 
never heard of it happening." 
Attractiveness : 
YM(13): "No, I don' t think so." 
YM(13) : "That helps!" 
YM(14): "Most people would do it." 
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YW(l5) : "Well that might be the reason why they go with some cute guy, 
because he's cute, or a girl probably because she's popular or pretty ." 
YW(l5): "It depends on the person I think, depends on their morals." 
YW(l6): "If they want to have sex, they will, or if they're against it, their 
not just gonna jump in bed just because they' re cute." 
YW(15)YW(16): "Yeah, it makes a difference." 
YW(13) : "Probably does." 
YW(13) : "I kinda of think that, well I don't really think that it makes that 
big of a difference though, because if they don't know the person they can 
try to get to know them before they have sex, so whatever, but really for 
here there's a lot of peer pressure around sex." 
YW(15)YW(l6) : "They wouldn't do much thinking." 
Informational Resources . Youth were asked what their best sources of information 
for sex and AIDS education were for one-to-one discussions. Ease of talking with friends 
and parents were discussed, as well as who an ideal individual would be for the task. Not 
surprisingly, most indicated that friends were preferable over parents for such discussions. 
Most stated that the topic was difficult to bring up to parents, kids would be embarrassed, 
or that parents "don't understand ." Typical comments about friends are listed below. 
YM(13) : "Yeah ... friends are easier to talk to because they understand 
what you're going through, and parents don't." 
YW(l3): "Close friends, yeah." 
YW(15) : "Yeah, all I know is that on the high school side that's all you 
hear." 
YW(l6) : "That's like the only topic!" 
YW(l5): "Yeah, the everyday cafeteria talk ." 
YW(l 6): "If you just need someone to talk to, you could always just go to 
you friends. I think it's better than your parents ." 
YM(13): " ... your friends aren't going to squeal, like especially if you told 
them you had sex or something they're not going to go running around 
spreading it everywhere." 
YW(13): "Yeah, they're going through the same thing." 
YW(l5) : "They understand you better ." 
Most youth stated that parents were the ideal people to talk to about sexual issues or AIDS, 
however, some teens had preferred other individuals. 
YW(15) : "Counselor." 
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YW(13)YW(l5): "Friends ." 
YW(13): "Teachers or counselors, for a question on AIDS." 
YW(15) : "Someone who will give them good information." 
YM(13): "Counselors, sex educators ." 
YW(15): "Someone who is your own gender probably." 
YW(l5): "Someone that would understand." 
YW(15): "They should be able to talk to their parents, but a lot of them 
can't." 
YW(l5): "My mom blew up on me, when I tried to talk to her about it." 
YM(13) : "My parents make up stuff." 
YW(13): "Probably parents would be like the best but most teenagers 
don't have enough courage because they like think that they might like get 
in trouble if they talk to their parents about it [sex]. .. it's better to talk to 
friends." 
Teens discussed whether they thought parents talk to their children about AIDS. Most said, 
"no;" however one interesting dialogue developed regarding sex education in a large group: 
YW(l5): "Some do." 
YW(13) : "If they're good parents they should." 
YW(13) : " ... they might say something about precautions or like 'be 
careful,' ... " 
YM(13): "No, they let the kids learn on their own." 
YW(13): "Only unless they ask or something." 
YW(15) : "Well it depends, like if the kid asks a question they might want 
to answer it but with no great details." 
YW(l4)YW(15): "You eventually learn about it, but then it might be too 
late." 
YM(l5): "I didn't have sexed until ninth grade and there were kids up 
there who were 12-years-old that were getting pregnant. That's too late, 
waiting until ninth grade ." 
Group leader: "What's a good age for sex education?" 
YW(l4) : "Right before they're a teenager." 
YW(15)YW(16)YM(14): "Yeah." 
YW(14): "I'd say, ten ." 
YW(16): "When they're young." 
YM(l5) : "Just telling them to start thinking about it when they're young." 
YW ( 16): "Well not even that but just understanding what it is." 
YW(15): "If anything you're trying to prevent it by telling them." 
YW(16) : "I think a lot oftimes they try to scare them away from it [sex] 
with all these diseases ... " 
YM(15): "Yeah." 
YW(16): " ... and if anything they're trying to prevent it. And people bring 
up that thing about condoms in schools, they're just trying to prevent 
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people from getting diseases, I think . They're not trying to say, 'here's 
some condoms, go have sex.' If you tell them in the classroom where they 
can be serious about it and actually learn, I think it ' s better than five years 
later when you learn it from your friends and then say, 'oh, this is great."' 
YW(15) : "A lot of people are really not going to stop us because we have 
our own minds. If they pass out condoms, or don't pass out condoms, 
we're still going to do it. So they know they can't stop us, they're just 
trying to protect us ." 
Assertiveness . Finally sexual assertiveness was assessed utilizing four scenarios with 
gender-neutral inquiries. Decision-making responses were elicited for people in difficult 
sexual situations. In each case, youth were asked how the person could handle it, what they 
could do, or say. Role playing strategies were implemented or at a minimum discussed if 
time did not permit. The first scenario presented was a person being pressured by their 
partner to have sex. Teens were asked next what they would say to a friend with a similar 
issue who was concerned about losing their partner . The last two situations involved two 
consenting individuals, however when presented with a condom, one responds , "no way," 
or in the last scenario, states, "if you really love me, we wouldn't have to use that." 
In some cases it is interesting to observe students ' selection of pronouns in their 
responses to gender-neutral questions . Also during one group , a 15-year-old discloses a 
personal experience that "everyone knows ." She states she was forced, but "not raped ," 
thus her perception of rape meant to be "beaten," and "force," for her is now "normal." 
When approached on an individual basis, this young woman felt it wasn't necessary to talk 
to someone, that she had dealt with it already; however , previously during the group session 
she stated , "I think we should have a group talking about sexual assault.. . definitely." 
Scenario One: Partner Pressure 
YW(13)YW(15) : "Talk to him about it.. . if they don't like they' re attitude 
they could just leave." 
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YW(15): "It depends because like in that situation, you'd think you'd be 
able to say something, but like, you know, when you're in the situation, 
you can't." 
YW(13) : " ... if they don't have a good enough relationship to talk about it 
anyway, then they shouldn't be together in the first place." 
YW(13)YM(13): "Just tell him that they don't want to do it, and see if 
they could just be friends ... " 
YW(l3)YW(l5)YM(13): "Say that they'll leave ... or just say, 'no' ... " 
YW(l5) : "Say that they don't feel like it." 
YW(13) : " ... say 'I'm not ready."' 
YW(13): "Yeah, I'm physically ready, but not psychologically." 
YW(13): "Say, 'I'm too young."' 
YW(l 3)YM(13)YW(l 5): "Leave." 
YW(13) : " ... if they got angry, then obviously they don't care enough for 
you or for your feelings." 
YW(15) : " ... if you weren't scared or whatever, or more nervous, you 
could think clearly." 
YW(15) : "Lie ." 
YW(15) : "If they won't wait until you're ready, then they're not worth 
it.,, 
YW(l5): "Tell them how you feel about it, like why you don't want to, 
like supposed you don't like them a lot, and that's just how you feel." 
Scenario Two : Threat to the Relationship 
YW(15) : "Well, some of the information you might say, just might not 
work though when you think of it, because like when they're in that 
position they're really not going to be thinking really ... " 
YM(13): " ... try to find out if they're being pressured, then try to like tell 
them like indirectly like give them ways like how to build up their 
esteem ... " 
YW(13)YW(l5) : " ... not to worry , they're not worthwhile ." 
YW(13): " ... ask them ifit's really worth it." 
YW(13) : "Ask them if their health is more important than true love." 
YW(13) : " ... tell them maybe later on in the relationship ... but not now, no 
way." 
YW(14): " ... tell her to do what she wants to do ... make up her decision 
beforehand and stick with it." 
YM(13) : "If her boyfriend or whoever, her partner is like pressuring her, 
that's not good, they [the girl] obviously don't want to just have sex, and 
he really doesn't want to have a relationship." 
YM(13) : " ... tell the friend, like you could do something else like maybe 
have them go out on a date or something that is not really going to put her 
in that situation in the end ... go out like with a couple of friends to a movie 
or something." 
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YW(13) : " ... just have to do what they feel is right." 
YW(lS) : " ... tell them what you would do." 
YW(lS): "Yeah but that is bothering me because you could tell them that, 
but no matter how much you say that, no matter how much I say to myself, 
if--, ifl was them saying certain things, ifl weren't in that like certain 
situation, I wouldn't.. ." 
YW(lS) : " .. . it just wouldn't work." 
YW(lS) : "Yeah, it just wouldn't work. .. yeah, no matter how much 
you're taught, it's never the same situation, it's like one where you really 
can't really get out of it." 
YW(13) : " ... tell them what the risk is, or like you won ' t be his girlfriend 
anymore, like he wouldn't be worth it anymore ." 
YM(14): "If they really liked you then they'd really understand ." 
YM(l4) : "If they're pressuring you, then pressure them ." 
YW(13) : "Yeah , you could make other conversation, like having a baby, 
or you don't want to have AIDS , or something ... " 
YM(13): "He's probably just going out like to have sex." 
YW(lS): "Dump them ." 
YW(lS): "Get rid of him." 
YW(IS): " ... it's like you think you could when you're in that situation, 
and someone just says, 'get rid of him,' because you know what it feels 
like .. . " 
YW(lS) : " ... I haven ' t been in that situation ... " 
YW(IS) : " ... just wait, it will happen ... maybe they just had different 
morals growing up, I don't know, it's just that when I was-- I don't care 
what other people are going to say, so I'm not going to say, 'I know 
someone who ... ' so it's just like I'm just saying everyone knows anyways, 
I got my virginity taken from me when I was young, not like really young, 
I wasn't raped or anything, I was like 12 or 13, I wasn't raped, I was like 
forced, but not like beaten or anything, everybody knows that. So it kind 
of takes away from what I kind of think of now, because I was so young 
then, so it's just like, if somebody's forcing you, it's like pretty much 
normal, because I can pretty much just think about it. So if my friends 
come up to me and tell me actually, I never had that situation, but if they 
ever did, I'd--- I don't know what I'd say, but I'd probably if they really 
liked them, not just say, 'just get rid of him,' I'd think about it more ... I'm 
just saying, that like I wouldn't say just get rid of the guy because there's 
more to the feelings ." 
Scenario Three: Negotiation 
YW(13) : "Dump him ... he's not worth it." 
YW(13): " ... try to talk to him ... you could say what the consequences 
are ... you could get AIDS ." 
YM(13) : " ... or pregnancy." 
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YW(14)YW(15)YW(16)YM(13) : "Just say, 'if you don't use it, then no 
way ... ' no condom, no sex." 
YW(14) : " ... you can't let that person control you ." 
YW(l 5): " ... tell them they were afraid of getting a STD, or that they 
were afraid of getting pregnant. And that if they did get pregnant then 
they'd have to help take care of the baby. Usually guys are afraid of that ... 
yeah, guys usually don't want to take care of kids till they're 30 or 
something. They just want to have fun .... " 
YW(13) : " ... leave and come back later ifhe gets mean ... " 
YW(13)YM(15): "Say, 'No way,' to them ." 
YW(13) : " ... the person who wants to use the condom should use it, and 
tell the person who doesn't want to use it, 'too bad, you don't get sex."' 
YW(13): "Yeah, ifhe really cared he would use it." 
YW(lS) : "If they didn't use a condom, then have them use some other 
form of birth control." 
YW(lS): "Ah, excuse me! Excuse me! ... that's something that's not 
going to stop you from getting AIDS . Exclamation point, exclamation 
point, exclamation point!" 
YW(lS): "There ' s a new thing now, the female condom, and it's kind of 
like the male condom ... " 
YW(lS) : "I don 't think I'd use it.. ." 
YW(lS) : "I don ' t know if I'd use it." 
YW(lS): "Let the males use it---, it's their job ." [3 other young women 
agree] 
YW(lS) : "I think to both of those questions there's two perfect answers, 
like if your boyfriend won't wait for you, then dump him, and ifhe won't 
wear a condom then drop him or don't let him pick you up, those are like 
two perfect answers, but they're never gonna happen really, except on 
TV ." 
YW(lS): "Yeah you wouldn't want that to happen in your life, but it 
probably won't happen, I mean you have to think what is he gonna 
think ... " 
YW(lS): " ... and you also have to think, what ifhe has AIDS? Or what if 
I get pregnant , or you know? So you also have to think about yourself, 
not just about him." 
YW(15) : " ... it depends on the situation because it's not gonna happen, 
because you'll think to yourself I'll always use a condom when I have sex, 
but then when you're there, you don't." 
YW(15)YW(16) : "Yeah ." 
Scenario Four : Emotional Coercion 
YM(15): "I'd tell them from the start that like you would want to wait, so 
you know ." 
YW(l3) : " ... it's not worth it, leave them." 
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YW(13): "Say, 'I'm making you use that because I do love you' ... maybe 
that person doesn't love them that much." 
YW(13) : " ... wouldn't be much different, because if they really love you 
then you would use it." 
YW(13) : " ... tell him the risks, like if he had AIDS all the things that could 
happen ." 
YM(14) : "Just say, 'No' if they didn't want to ... or 'no condom, no sex."' 
YW(13)YM(l4) : "Say, 'If you really love me, you'd understand."' 
YW(13): "You could tell them that it's protecting both ofus ." 
YW(13) : " ... you could say to them, 'Well I really want to have you as a 
boyfriend or girlfriend, but like I want you to be healthy and not to die or 
anything."' 
YW(16) : " ... if it's a one night stand it's a different situation than if it's a 
long relationship I think, like if you know a lot about the person ... I mean 
if you are with someone, and you were with them for a couple of years or 
something, then you should pretty much know a lot about them ." 
YM(14): "They should always be prepared [have a condom]." 
Developing Assertiveness Capabilities. Next, assertiveness and role playing were 
defined more fully and discussed in groups. Several participants were experienced in 
playing out "skits" with peer pressure regarding refusing coercions for drug use; however, 
teens had never tried the same with other decision-making scenarios . Some teens provided 
their views on how sexual assertiveness could be acquired. 
YM(13): " ... movies, video cassettes that have it like all set up so that you 
can't get out, like when they're being pressured into it.. . I remember we 
did that I think in fifth or fourth grade health class, because like we had 
health like as a special, and we'd like get a little skit or we'd get the topic 
or we could make up our own and like act it out. .. a lot of it was on 
drugs ... it's pretty good, I mean, not only do you learn from it, but other 
people that are watching are learning from it." 
YW(13): "Teach them ." 
YW(13): "I think it has to do with self-esteem." 
YW(15): "Give them more confidence, yeah ... , like self-esteem." 
YM(13) : "Yeah, give them compliments and stuff like that, what their 
doing and their strengths." 
YW(14): " ... yeah, like having more self-esteem could help you do stuff 
better, because you would like know you could do it." 
YW(15) : "I know that [self-esteem] would help me!" 
YW(l 5): "Friends, like in discussion groups, talking with people who 
really know what it's like ... people that have been in those situations, but 
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had no assertiveness ... maybe they could have classes in school that teach 
you ... maybe parents ... but I don't think most kids can talk to their parents 
about those things." 
YW(13) : " ... talk to mom and dad, or like a counselor or someone they 
feel comfortable with ... " 
YM(14) : "Talk to brothers and sisters, because sometimes when you tell 
something like that to your mom or dad they might just not give the right 
answers." 
YW(13) : " ... in my experience, my mom and dad would not help me, and 
just say, 'no ,' altogether, I mean I would never be able to talk to my mom 
about that... I don't think they really know that much of what you might be 
going through, and then you just have one more person that is pressuring 
you about what you're doing and that doesn't help at all ... I don't know 
anybody who could talk to their parents like that." 
YM(14) : "No, I wouldn't either ... I think friends are easier to talk to 
because they grew up with the same stuff you're growing up with, the 
drugs, the alcohol, the sex and AIDS." 
YW(13) : " ... when you get older and in high school, especially when 
you're a girl, like, your parents might be, like not have the reality that you 
might be doing it which changes what they might say." 
YW(13) "They could give education, teach in classes in school.. ." 
YW(13): "Yeah, talk about it." 
YM(14) : "Education in the home ... parents should bring it up ." 
YM(14): "Yeah, parents should, but... like they never do." 
While discussing assertiveness, some dialogues returned to the issues of condom 
distribution and popularity: 
YW(lS): "I strongly feel that if there are condoms there, like available to 
us, then they would be used like many percents more ... " 
YW(IS) " ... yeah, people are so scared to buy them ." 
YW(lS): " ... nobody wants to go in and buy them ." 
YW(lS) : "Nope, no one would." 
YW(lS) : ''No way." 
YW(lS) : " ... most people already know this, this guy in my health class 
went into a drugstore ... he wasn't planning on buying anything, and 
suddenly this old lady comes flying down the isle and says, 'What are you 
doing! You're too young to be looking at stuff like that!' and starts 
. ,, 
screaming ... 
YM(13): "Yeah, I mean because they're going to do it anyway, like so 
why not have it protected?" 
YW(l 5): "Yeah, I just think they should just hand them out at school." 
YW(lS) : "Leave them in the bathroom or something, so no one is 
embarrassed ." 
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YW(lS) : "Yeah, a dispenser!" 
YW(l 5): "Definitely!" 
YW(lS) : "Oh dear God, yes!" 
YM(13): "I don't think that people should be judged if they're too young 
or not, because if they are going to have sex at least they can have it 
protected, then you can't say, 'well you're too young' and then he goes 
out and gets some girl pregnant or gets a disease, that's what's gonna 
happen ." 
YW(lS) : "In our country you're raised to think that sex is a dirty thing 
and not to do it, so when you get in our position, you just have to keep it a 
secret and stuff like that. We're taught that it is bad." 
YW(lS) : "Yeah, it's bad." 
YW(lS): "Naughty ." 
YW(lS): "And dirty." 
YW(lS) : "And sleazy." 
YW(13): "Real bad ." 
* * * 
YW(l 6): "I think that a lot of them end up doing anyway and regretting it, 
and most of the people I know regret the first time anyway, whether it be 
that they were too young or they didn't want to be with that person, so it's 
hard to tell someone what to do, I mean if they're friends and everything, 
they should wait, but when it comes down to it, I think it is that person ' s 
decision, or if they're being pressured, they end up doing it anyway." 
YW(13): " ... if they're doing it for like popularity or anything, they could 
just say, 'no' ... if they didn't it would just be their fault." 
YW(16) [to YW(13)]: " ... I don't really think it should be their fault, I 
think that you, well until you're in that situation you wouldn't understand 
how it feels or when you're with someone and you like them a lot and you 
may not want to do it, and they do, it's not popularity or anything like that, 
I think it's just you don't know what else to do." 
YW(13) : ''But I think that if you really like someone, you should like talk 
about those things right away, and tell them how you feel about it, that 
you're not ready, and then they'll just know, and then that situation like 
won't happen ... " 
YM(14): "Sometimes it is for popularity." 
YW(13): "Yeah, they're cool." 
YW(16) : "And then they just get a reputation ." 
YW(16) : "Slut." 
YM(14): " ... they can't stop doing it cause they got to live up to the 
reputation, it's a no win situation, if they live up to it they're called a ' slut' 
and if they don't live up to it they're called 'a tease."' 
YW(16): "Well, people I've known that have gotten that reputation, 
eventually they kind of resort out things, and slow down ." 
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YW(l3): "There are some people in our grade [7th] now that already have 
that reputation and you don't know who to believe because you don't 
know if they already did it, like some people say they have, or like if they 
really didn't like they're just making it up just to be popular. " 
YW(16) : "I just wanted to say that there's really no peer pressure with 
like seniors, there's so many like different groups and it's not like cool or 
uncool, and there's not just different kinds of cliques ... and there's the 
people that get that reputation but they just have that reputation they're 
not like cool or uncool or people really want to hang around with them . In 
high school, I guess we don't have like set things like that... it's not labeled 
or anything, well yeah, they ' re labeled 'slut' or something, but it's not like 
you would want to be in that group of people, it ' s like an individual thing if 
you're called that, there's not like a group of them ." 
Group leader: "Why do you think people would want to do that in junior 
high?" 
YW(l3) : "To feel wanted. To feel that way with one person or to feel 
like wanted with the people in that group, or people in your class. I have a 
couple of friends like that say they did it, and one of them would never talk 
to me because I'm not cool, like they won't even talk to us now . So I 
don't even think she was a real good friend anyway." 
Other Topics Raised 
Other topics were raised ranging from parasuicide attempts of friends to local 
prevalence rates . Some youth made inquiries during group discussions, while others asked 
the group leader privately. One 13-year-old asked how she should act around a lesbian: 
YW(13) : "Should you act differently around a family member, cause like, 
nobody has told you that but like your dad did or something and he told 
you that she's a lesbian, how should you act in front of her, because it 
feels, like different, kind of weird ... so how do you act?" 
Two 13-year-old young women each had a friend with a recent parasuicide attempt and 
asked numerous questions about what to do, act, and how to help. Another 13-year-old 
young woman discussed a family member who is doing drugs and inquired what to do . A 
15-year-old young women commented about a conversation on the bus, where someone 
mentioned that they knew an illV-infected student. 
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YW(15) : "Our school is like, really bad like, I say that if one person in our 
school has HIV, within the next 5 years, everybody will have it. Yeah, it's 
really bad because like everyone is sleeping with everyone's boyfriends and 
all that stuff .. like that [bus conversation referring to one student being 
infected] really scared me, I was like, I better think twice ... " 
YM(14) : " ... it would make you slow down a little bit." 
YW(15) : "I don't think that NFA [another local high school] would have, 
I don't know, I think they would be worse than us ... because we ' re so, um, 
so--, Griswold isn't any bigger, Griswold is in the country , and everybody 
is like hicks and, and ... " 
YW(15) : "I would think NFA would have more [people with 
IDV/AIDS] ... " 
YW(15) : " ... yeah, but all the guys here have no respect for the girls and 
that kind of stuff .. some guy hit me yesterday , and I was like, 'how old do 
you have to be to hit a girl?' Then I ignored him for a while and said, 
'going on nine?"' 
YW(l 5): "That was weird, because I never had any questions , I thought I 
knew all about it, like this person I know, and how not to get it, how you 
get it and all that stuff, and then when we got talking about people who 
actually had it in my school, I was like--, I thought of so many things, that 
I really don't know ... " 
YM(14) : " ... I didn't know that either, not in a rural area, it like freaks 
you out." 
YW(15): "They don't know it' s [AIDS] is here ." 
YM(14) : "They all sleep around, but they just don't say it." 
Group leader : "Does anyone know how many AIDS cases there are in 
Connecticut? " 
YM(14) : "Forty to fifty?" 
[Discussion continues answering questions on stats] 
In a moderate sized group of six composed primarily of 15-year-old young women and one 
young man, two discussed a student whom one nicknamed, "Joe Stud:" 
YW(15) : " ... everybody loves him but you can' t like, well, because he's 
Joe Stud, well he' s got a couple of zillion girls that like him, and he's had 
several hundred sex partners but everybody goes with him, you know , 
because he' s so popular ... he' s very strong, and he's got a reputation as 
being a rapist, but there ' s still a zillion girls that want to go with him." 
Group leader : "A rapist? Why would girls want to go with a rapist?" 
YW(15): " ... they don ' t want to believe it.. . because he's hot, that's all 
there is to it, his body is really hot." 
Group leader : "If Joe has so many partners , is sounds like he's putting 
himself at risk. .. , what ifhe became infected, what sort of effect would it 
have on people?" 
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YW(l5) " ... everybody would listen, everybody looks up to him." 
Group leader : "A rapist?" 
YW(l5) : "Yeah , because like his word means something to most people, 
it's like for some people it [IDV] would be a reality." 
Group leader: "Why wouldn't it be the opposite, why wouldn't people be 
worried to be with him?" 
YW(l5): "They don't want to believe it.. . he's like um ... , very persuasive, 
you know, he'll make you feel very special." 
YW(l5): " ... yeah, you don't want to believe it... so you end up going 
with him anyway." 
[ three others agree] 
Group leader : "Do you think that going out with a Joe Stud is a risky 
situation?" 
YW(l5) : "No ... well, it's not her fault ifhe wants to ... " 
YM(l4): " ... well ifhe has a reputation as being a rapist then it is ... ," 
YW(l5) : " ... well, yeah but ... ," 
YM(l4): " ... she should realize that." 
Another 16-year-old young woman retold a story about a "friend of a friend" who went to 
Florida on vacation, met a guy, and had a sexual relationship. Upon returning home, he 
presented her with an envelope to open on the plane which said, "welcome to the wonderful 
world of AIDS ." Group discussion turned to possible anger and revenge involving infected 
individuals, legal dilemmas with the prosecution of deliberate infection or withholding IDV 
positive status, difficulties using protection, the responsibility of revealing positive 
serostatus to partners , and returned to the possibility that infected partners may not be 
truthful in order to gain sex. 
Questions Raised 
Younger teens raised a substantial number of questions regarding AIDS, while older 
participants generally inquired only of specifics regarding testing procedures . Four groups 
consisting of a total of approximately 30 individuals became involved with discussion of 
gender differences with transmission . One-third were aware of women contracting lilV 
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easier than men; however, no participant knew why. Consequently, some misconceptions 
among young men had to be clarified. More particularly, where some young men held the 
belief that HIV could not be contracted by a man from a woman, but the reverse was true. 
Overall, whether saliva or mosquitoes can transmit AIDS were most frequently asked. 
Factual Inquiries: 
YW(14)YM(13) : "How did it get here?" 
YW(13)YW(13): "Can you get rid of HIV before it becomes AIDS?" 
YW(13) : "What's the difference between HIV and AIDS?" 
YW(13): "Once you have HIV, does it automatically tum to AIDS?" 
YW(13): "How can you tell if you have it?" 
YW(13) : "How good is the test, like is it always right, or can it be wrong 
sometimes?" 
YW(13): "Is it mostly gay people that have it?" 
YW(13): "Are condoms safe?" 
YW(13): "When you get a physical, do they do an AIDS test?" 
YW(13): "So who was the very first person who got it?" 
YM(14) : "How long has AIDS been around?" 
YM(13): "Where did it come from?" 
YM(13) : "How many researchers are there?" 
YM(13) : "How long will they [people with AIDS] live?" 
YW(13) : "When you are born with AIDS don't you like live like a long 
time?" 
YM(13) : "Do you think they'll find a cure?" 
YM(13) : "Who do you think is the biggest group, like at what age is the 
most people that have it?" 
YM(13): "Do you know anybody that has it?" 
YW(13)YW(14): "They had a cure in this movie on TV, is that true?" 
YW(l3) : "How come, why is it all of a sudden it's [AIDS is] more 
popular, it's like a big thing now?" 
YM(13): "Could we like separate people who have it so that like other 
people don't get it?" 
YW(13): "Do you think that the information like that we get in school and 
everything about AIDS, do you think that it will like, that the cases will 
ever go down where we're starting to prevent it?" 
YM(14) : "It's not really AIDS that kills them it's all other things you get 
because of AIDS right?" 
YM(14) : "So AIDS can't survive a long time out in the open?" 
YM(13): "What would happen if you had two infected partners? 
YM(13) : "How many people in the U.S . have AIDS?" 
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AIDS Transmission Inquiries : 
YW(13)YW(13)YM(13)YM(13)YM(13)YM(14): "Can you like get it 
through like mosquito bites?" "Can mosquitoes give you AIDS?" 
YM(14) : "My sister said you can get AIDS from a mosquito, is that 
true?" 
YW(13)YM(14)YM(14) : "Can you get it if you kiss someone?" 
YM(13): "Can you get AIDS from French kissing?" 
YW(13)YM(13): "Can you get it from like spit, or like if you kiss 
someone?" 
YW(13) "Do they know if you can get AIDS from, you know, spit?" 
YW(13) : "Can you get AIDS from saliva?" 
YW(13) : "Someone said that girls can get it easier than boys, is that 
true?" 
YM(13): "Yeah, guys can't get it from girls, but girls can get it from guys. 
Guys only get it from guys, right?" 
YW(13): "Can you like get it [HIV] from doing the blood test?" 
YM(13) : "Can you get it from a cut?" 
YW(13) : "Why do they tell you not to sit on public toilets? Can you get 
AIDS from toilets? My mom thinks so." 
YW(13): "If someone has sex with someone with AIDS do they 
automatically get it?" 
YW(13) : "Could you get it if you never fooled around and never used 
drugs?" 
YM(13) : "Can you be born with it?" 
YM(14)YM(14) : "What are the chances of a pregnant woman with AIDS 
giving it to the baby?" 
YM(14): " ... ifIDV is what the [pregnant] mother has instead of AIDS, 
like IDV, would the baby get it?" ... ls there a chance that the baby 
wouldn't like get it?" "If the baby has AIDS when it's born how long does 
it have to live?" 
YW(13) : "Do people that do drugs and needles and stuff, like will they 
automatically get AIDS?" 
YM(14) : "So how do people get AIDS from the dentist?" 
YM(14) : "If you like brush your teeth or like if you cut your elbow or 
something and it bleeds and there's like dried up blood, can you get it from 
that?" 
YM(13)YM(13): "You can't get AIDS from oral sex right, not if you spit, 
only if you swallow." 
YM(13) : "What if guys got like neutered or whatever you call it [a 
vasectomy?] ... yeah, can they still transfer AIDS that way?" 
167 
Overall, focus group youth reacted positively to the discussion process, even in the frequent 
cases where younger and older teens debated based on experience or inexperience. Youth 
were very open to discussing topics in group format, although a few approached the 
primary investigator in private to clear misconceptions . 
Discussion 
Overview 
In an effort to place the quantitative results found in this study in appropriate 
context, elaboration regarding the strengths and weaknesses of the measures analyzed 
precedes discussion of hypotheses with quantitative and qualitative findings. Aside from 
analyses of the questionnaire construction, quantitative analyses examined predictors of 
AIDS risk in the cognitive, attitudinal, and behavioral domains, as well as whether 
differences existed between the genders and between those who chose to be sexual active 
versus those who are not. It is important to reiterate that focus groups are not intended to 
test hypotheses, nor produce generalizable data (Basch, 1987; Calder, 1977; Manoff, 1985; 
Morgan, 1993), but were utilized in the present study to supplement quantitative findings. 
Briefly, qualitative topics attempted to examine several areas, such as, What is the 
general level of awareness about AIDS? Where do teens acquire information regarding 
mv and AIDS, and are such resources correct and reliable? Can youth identify, and do 
they engage in, behaviors that may result in mv infection? Can teens identify and utilize 
refusal skills for avoiding risky situations? What are the perceptions of gender roles? Can 
adolescents accurately perceive their own risk of being infected with IDV? Are adolescents 
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aware of societal repercussions of the AIDS pandemic, and what are their reactions and 
solutions? What suggestions do teenagers have for intervention and prevention? 
Following scale construction comments , qualitative findings are discussed in 
conjunction with quantitative results, with separate emphasis on discussion of societal 
dilemmas and adolescent suggestions for intervention and prevention . Discussion ensues 
with suggested interventions, future directions for further adolescent research, and 
limitations of the current study . 
Scale Construction 
Reliability and validity of potential risk factors comprised of cognitive, attitudinal , 
behavioral, environmental and psychoeducational constructs were explored in the current 
study in the continued development of a comprehensive measure of adolescent risk. The 
consistency and reliability of the constructs under investigation across various adolescent 
subpopulations appear relatively stable, although some areas and specific measures are 
cautioned in interpretation . Potential explanations are provided below for noted scale 
construction differences among demographic variables. Constructs were analyzed with four 
dichotomized demographic variables (age, geographic location, ethnicity, and 
socioeconomic status) for their stability or inconsistency as compared to the overall 
construct formation found utilizing the entire sample and computer generated random 
samples. 
Age . Regarding age, overall, the questionnaire proved to be stable for ages of 
adolescents, although minor difficulties were found with youth under age 15 with measures 
of attitude and behavior , and problems arose with measuring estimated partner-risk history 
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among all ages . Nevertheless, it is not surprising that estimating the risk of one's partner(s) 
was problematic, and not differentiated by age. Focus group participants voiced difficulties 
providing information about their partners given numerous complexities, situational 
contexts, and reliability or truthfulness of information obtained from a potential partner. 
The most noticeable construct pitfalls for younger teens were realized in measuring both 
perceived susceptibility for risk and condom use assertiveness, both being the least stable 
constructs. Additionally, measuring homophobia was found to be only moderately stable 
for the younger group. Given that adolescents may be only beginning to form their opinions 
and attitudes prior to age 15, these inconsistencies might be expected, in combination with 
the nature of younger teens' limited experiences, sexual or otherwise, given their young age. 
Specific to perceived risk susceptibility, overestimating and underestimating personal risk 
has been noted elsewhere in this study and in others (e.g., Lang, 1994; Stanton, Black, 
Kaljee, & Ricardo, 1993), and it is possible that inaccurate perceptions occur more 
frequently with among younger adolescents than older, suggesting further area of study. 
Moderate instability was noted with measures of substance use and abuse for older teens, 
whereas younger adolescents had more stable constructs in this area . As only substance 
using teens were utilized in the analyses, it is possible that younger teens are more 
consistent in reporting use, whereas older youth may choose to conceal or perhaps deny use 
and abuse of substances. 
Environmental measures remained stable with respect to age, with the exception of 
estimates of peer risk, which were unstable for older youth, and improved slightly for youth 
under age 15. As with the partner-risk measure, youth voiced difficulties reporting behavior 
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of peers due to extensive complexities and unknowns involved in estimating behavior and 
reactions of others . Such confounds would likely contribute to scale inconsistencies . The 
educational measures portrayed low stability among young teens improving with age for 
school-based education and influence. Such subscale instability may simply be reflective of 
age and years of exposure to school environment. For instance, during focus group 
conversations many younger teens expressed dissatisfaction with the health curriculum, 
more particularly, receiving nothing more than limited basic biology information in earlier 
years . Nevertheless , interpretation of these latter educational subscales is cautioned due to 
limited number of items, weakening the strength of the constructs . 
Geographic Locale . Geographic locale had little influence on the construct 
formation across all areas with minor differentials noted . Consistency rates were slightly 
lower for local youth in the attitude measure of homophobia in comparison to youth 
residing outside the Rhode Island, Massachusetts and Connecticut area . Given that a large 
majority of adolescents were obtained from a rural area in Connecticut , who voiced 
homophobic attitudes during discussion groups, it is likely that local teens may appear to 
possess more homophobic tendencies in comparison to youth from other areas . On the 
other hand, the small number of adolescents from other areas (n = 75) may have serious 
implications in statistical analyses in itself, with unstable results as a consequence . 
Behaviorally, substance use and abuse were relatively stable across both samples with slight 
less stability noted among teens from other areas in measures of substance abuse in 
comparison to local counterparts. This finding may be reflective of sample characteristics 
as many of the out-of-area adolescents were participants of youth conferences which 
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focused on reducing risk behavior. Moreover, many youth conference goers disclosed 
former substance use in discussion groups, and voiced hesitancy in revealing relapse 
occurrences, feeling they would be judged as a "failure." As with other subpopulations, 
measuring estimates of partner-risk histories proved to be only moderately stable with youth 
from outside areas, but very stable among local youth. Since the majority of local youth 
were high school teens, one explanation may be that these local teens possessed much more 
firm convictions of their estimates of their partner( s) sexual behavior histories , as they were 
dating school peers and had more informants for reports of promiscuity, or faithfulness, as 
the case may be. 
Environmental measures remained consistent, again, with minor difficulties in 
measuring peer risk across both groups . Educational measures were found to be less stable 
with youth from other areas, particularly with items pertaining to school. School education 
and influence were found to be considerably weak measures among youth from other areas, 
which may reflect differences in educational systems from various locations ( e.g. central 
United States, Bermuda, Jamaica, Cayman Islands) . 
Ethnicity . With regard to ethnicity, measures of perceived susceptibility for risk, 
substance abuse and condom use assertiveness were moderately unstable, with greater 
psychometric variability among scales for youth of color. Interpretation of results here also 
must be cautioned given the small number of adolescents of color (n = 85) included in the 
analyses, which may be affecting statistical procedures . However, one explanation for the 
differential finding with ethnicity for perceived susceptibility for risk may be the 
demographic profiles of populations most afflicted by HIV and AIDS, which has been noted 
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to affect misperceptions (McCaig, Hardy, & Winn, 1991). Youth of color may be in 
conflict with estimating their own risk given the typical "invulnerability ," commonly 
experienced by adolescents, together with statistics of higher incidence of infection among 
people of color . The weakness of the substance abuse measure for youth of color could be 
due to personal characteristics and histories common among conference youth . Conference 
youth were much more ethnically diverse, were likely to be former substance users, and 
several reported resistance in revealing or admitting to using substances at all. 
Assertiveness for condom use among youth of color also posed problems for interpretation, 
with measure instability in comparison to Caucasian youth , who showed strong stability in 
subscale responses. Interestingly, the partner-risk history measure proved highly consistent 
among youth of color , while Caucasian counterparts were only moderately stable. These 
:findings of differential measurement difficulties among ethnic groups may be confounded by 
level of confidence in assertiveness abilities as well as cultural expectations , norms and 
social roles , and may need to be explored more fully with adequate sample sizes of various 
ethnic groups . 
Environmental subscales remained consistent across both ethnic groups with slightly 
less stability measuring peer risk among Caucasian youth. Educational measures also 
rendered low consistency rates for school based education and influence with both ethnic 
samples, and may reflect distinctly different educational systems. However , as mentioned 
above, these subscales are still under investigation rendering cautionary interpretation. 
Socioeconomic Status . In exploring socioeconomic variability, the cognitive 
measures remained stable; however, homophobia and condom use assertiveness were 
173 
problematic constructs for youth from lower-to-middle socioeconomic class, but stable with 
middle-to-upper class adolescents. Again, this may suggest an area of further study, 
revealing differential levels of homophobia across socioeconomic levels of youth. Although 
not particular to attitude and behavior, one study found misconceptions more common 
among the less educated and in areas where AIDS was more prevalent (McCaig, Hardy, & 
Winn, 1991), which may be areas that are associated with lower socioeconomic levels. The 
condom use assertiveness measure was also found to be unstable among lower-to-middle 
class youth while very strong among middle-to-upper class youth. Interestingly, risk 
history, for both self and partner, proved to be very stable constructs among lower 
socioeconomic youth, and slightly less so for middle-to-upper class youth. Beyond 
numerous confounds noted among focus group participants, it is unclear what particular 
factors influence adolescents' confidence in risk estimates for themselves or their partners 
with regard to socioeconomic status. However, conducive to AIDS risk for oneself as well 
as for respective partners, these measures of potential risk via sexual history could be 
exemplary of further inconsistencies between perceptions and reported behavior, noted 
elsewhere in this study. Therefore it is likely that greater instability in measures of risk 
containing items regarding partners' behavior are associated with a more realistic perception 
of one's inability to be accurate given the number of unknowns. Conversely, greater 
stability estimates may exemplify a faithfulness in partner communication, or perceived 
invulnerability or denial of true risk probabilities. 
The environmental measures revealed similar findings among both socioeconomic 
groups with minor difficulties measuring peer risk for both groups. For the educational 
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measures, middle-to-upper class youth had higher measure stabilities in comparison to 
lower-to-middle class teens for school-based education and influence . Again, these low 
consistency rates may be explained by various educational systems, but are more likely due 
to the instability of these scales still under development. 
Deviations from the Hypothesized Subscale Structure . One subscale deviation was 
noted with measuring fear of AIDS and homophobia . Statistical analyses failed to 
distinguish these two subscales as divergent measures, and rather clustered them together 
within one construct. Further , strong associations were discovered within all 
subpopulations by gender and sexual activity between the two hypothesized constructs 
(ranging from r = .52 tor= .65). Since causation and directionality cannot be determined , 
more particularly, whether fear of AIDS promotes homophobia or whether negative 
attitudes towards gays creates a fear of AIDS, interpretation is cautioned . It is possible, 
however, that further development of the subscale measuring fear of AIDS is warranted, 
especially due to the small number of items (two) in the present scale, which consequently 
may have seriously affected statistical results . 
Summary. Overall the current questionnaire poses some interpretation difficulties 
within the cognitive , attitudinal and behavioral domains under investigation in this study. 
The following summarizes strengths and weaknesses : (1) for youth under age 15, cautions 
are recommended in interpreting perceived susceptibility for risk and condom use 
assertiveness, both proving to be only moderately stable constructs for this subpopulation; 
(2) geographic locale had little influence on the construct formation across all areas; (3) 
measures of perceived susceptibility for risk, substance abuse and condom use assertiveness 
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were moderately affected by ethnicity, showing greater inconsistency among youth of color ; 
(4) measures of homophobia and condom use assertiveness are problematic constructs for 
youth from lower-to-middle socioeconomic class, but stable among middle-to-upper class 
teens; and ( 5) the homophobia subscale consists of items hypothesized as measuring fear of 
AIDS, which could not be statistically separated , although a strong association between 
both hypothesized measures exist among all subsamples of gender and sexual activity. 
Questionnaire Feedback. Typically adolescents provided positive feedback 
regarding the questionnaire , anonymously and within discussion groups . Anonymously, 
adolescents divulged positive outcomes with increased awareness of their own behavior as 
well as potential correlates of risky behavior . Many thanked the researcher for the 
opportunity to be involved. One individual suggested the inclusion of questions regarding 
partner ' s substance use prior to sexual activity, together with the same of the survey-taker. 
Knowledge of a partner's condition prior to sexual activity may be helpful in some respects. 
However inclusion of these data will likely pose other associated inquiries, such as 
unwanted, forced or coerced sexual behavior, and/or submission due to the influence of 
substances . Several ethical concerns are associated with collecting this type of data with 
young adolescents, although important in designing appropriate intervention and prevention 
strategies. 
Feedback from focus groups was also positive, with most reporting the survey to be 
"interesting," "important," "worthwhile," and "helpful ," and many reporting they learned a 
lot. Discussants appreciated the fact that the survey responses were anonymous, and felt 
that teenagers would probably not be truthful in their answers if it had not been. Sexually 
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nonactive youth felt predicting their behavior was helpful in identifying potential factors of 
risk in various contexts and situations, " .. .I think it's good to have kids predict behavior, 
because then you can think about it." Nonactive youth also indicated that predicting their 
behavior assisted in keeping their sexual activity status confidential, because they "didn't 
finish fast. .. and had to think about it." Only one percent reported the survey was upsetting, 
however in focus groups, they elaborated that the topic of AIDS was upsetting, moreso 
than the questionnaire itself 
Quantitative Findings and Qualitative Supports 
Sexual activity findings among adolescents in the current study appear to follow 
trends found in studies conducted with youth in the United States . For instance, a 1990 
national CDC survey showed that 54 percent of U.S. teens in grades nine through twelve 
had engaged in sexual intercourse (CDC, 1992). In the 1990 survey, the CDC found that 
one in eight ninth graders reported having four or more sex partners, and this proportion 
increased by grade, reaching one in four among twelfth graders. Other data indicate that 
sexual activity among adolescents has increased steadily since the 1970s (e.g., Brooks-Gunn 
& Furstenberg, 1989; CDC, 1991; DiClemente, 1989, 1990; Sonenstein, Pleck, & Ku, 
1989; Zelnick & Kantner, 1980). Following suit, nearly 54 percent of the adolescents in the 
current study indicated sexual activity, with a higher percentage of young men (77 percent) 
than young women (41 percent) . The mean age of sexual debut in this study, 13.6 years, 
was consistent with findings in a similar study (Lang, 1994). Consistent with studies 
mentioned above, sexually active youth in the current study reported having three and four 
lifetime sex partners (for young women and men, respectively), which may be cause for 
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concern since the average age of this subsample was 15 years . Researchers, educators and 
parents must be mindful that many adolescents will continue to engage in sexual activity 
despite the promotion of abstinence, therefore it becomes essential that youth receive the 
message that they must practice safer sex and use condoms properly and consistently . 
Hypothesis One: Predictors of Estimated or Actual Sexual Assertiveness . 
Predictors of higher potential HIV-risk, defined as having little or no sexual assertiveness 
for both condom use and partner communication, were investigated in the first hypothesis. 
Analyses included both sexually active youth who reported actual behavior as well as 
sexually nonactive youth who estimated their assertiveness skills. For young women, as 
hypothesized, having high AIDS misconceptions, substance use and substance abuse and 
high perceived susceptibility for risk, were significantly associated with potential risk. For 
young men, low perceived AIDS knowledge and high AIDS misconceptions were 
associated with low sexual assertiveness abilities. Two components of AIDS knowledge 
(factual and transmission) and homophobia were not found to be significant predictors of 
sexual assertiveness for either gender. 
These results show that more variables may be relevant for young women's sexual 
assertiveness skills than for young men's. Young men may perceive that they already know 
all there is to know about AIDS, and believe that alone is sufficient for having the skills to 
assert oneself in intimate settings. However, three salient points should be emphasized. 
First, gender comparisons revealed that both genders had perceived their AIDS 
knowledge as fairly high, with nearly perfect scores, with young women being slightly, but 
significantly, higher than young men. Yet as a predictor of assertiveness skills, this factor 
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was only significant for young men. Further, although young men seem to utilize their 
perceived knowledge base as predictive of assertiveness skills, gender comparisons showed 
that young women, in fact, had significantly higher factual AIDS knowledge and 
significantly lower AIDS misconceptions than young men, thus being more accurate in their 
perceptions of their AIDS knowledge base. Therefore it appears that young men are taking 
into account neither their attitude nor their behavior with regard to assertiveness skills, and 
consider only faulty perceptions of their AIDS knowledge, which is likely to be lower than 
their partner's knowledge base (in a heterosexual dyad). One explanation may be reference 
to "know-it-all" teenagers, who have been noted in the literature as individuals who 
simultaneously believe in the importance of safe sex behaviors while expressing doubt about 
the viability of some safe sex behaviors (Stevenson, Davis, Weber, Weiman, & Abdul-Kabir, 
1995). 
Second, for young women, variables in all three areas ( cognitive, attitudinal, and 
behavioral) were found to be significant predictors of high sexual assertiveness skills, 
possibly showing a more prudent observation of what might contribute to having strong 
assertiveness skills. The sexual assertiveness analyses appear to be more comprehensive of 
contributory factors in several domains for young women than for young men. More 
particularly, the women had lower AIDS misconceptions, lower perceived susceptibility for 
risk, and lower substance use and abuse than young men, which were associated with 
significantly higher assertiveness skills than young men. Moreover, assertiveness skills for 
young women were very high, near perfect scores, but only in mid-range for young men. 
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The reader is reminded that both the sexually active and nonactive youth were included in 
these analyses, leading to the third point of emphasis . 
Third, and likely most relevant in the consideration of sexual assertiveness 
predictors, are the disproportionate numbers of nonactive young women to nonactive young 
men included in the analyses. Since there was almost a 1:5 ratio (19:92) of nonactive young 
men to young women, and since nonactive youth predicted their assertiveness skills in 
comparison to reported actual behavior of sexually active teens, the gender comparison 
results may be greatly influenced by having a higher frequency of faultless, nearly perfect 
scores predicted by nonactive young women, just by virtue of the sampling distribution . 
Hence the quantitative results may be seriously confounded, rendering difficulty in 
interpretation . Thus the qualitative findings may better provide some insight in predictive 
variables to sexual assertiveness skills. 
Discussants mentioned several variables associated with assertiveness in focus 
groups. Issues related to situational and emotional constraints, potential negative 
consequences, trust and honesty, and gender role expectations are outlined below. 
Additional related topics included condom availability and distribution, external pressures to 
engage in sexual activity, perceived invulnerability, misinformation and availability of 
informants. 
Although personal disclosure was discouraged, focus group participants in most 
cases divulged indicators of sexual activity or nonactivity, and freely debated with one 
another. Sexually nonactive women reported consistencies with their questionnaire 
responses, claiming, or rather predicting, an ease of partner communication for unwanted 
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sex, simply telling their partner , "I'm not ready," "just get rid of him," or asking the partner 
to leave or just saying, "No ." However , sexually active young women emphasized 
difficulties of generalizing sexual assertiveness because, "it depends on the situation." 
Similarly, sexually active women made a salient point about what they thought they might 
do prior to being in a situation requiring assertiveness abilities, and what they actually did, 
"you'd think you'd be able to say something , but you can't ;" "no matter how much you're 
taught, it's never the same situation, it's like one where you really can't really get out of it." 
Young women added the emotional aspect and importance placed on maintaining the 
relationship , "just wait , it will happen ... , if they really liked them ... , I wouldn't say just get 
rid of the guy because there ' s more to the feelings." Additionally, some indications oflow 
assertiveness negotiation skills were evident with young women, especially in a dilemma of 
potentially losing a partner, "well until you're in that situation you wouldn't understand 
how it feels or when you're with someone you like a lot and you may not want to do it, and 
they do ... I think it ' s just you don't know what else to do ." Interestingly, most of the young 
men remained quiet during these discussions despite subtle prompting by the group leader 
to contribute feedback to the group . 
Young women were clearly more concerned with their partner ' s reaction to their 
assertiveness or potential assertiveness, and the possibility of angering or losing their 
partner as a result, than young men with their respective partners . One young woman 
emphasized the difficulty she faces in the comments section of the questionnaire, 
"Sometimes as strong as a person may be, sex gets tricky with so many feelings involved . 
You want to please the person your [sic] with but also do what's right for you." Clearly 
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many of the young women involved in the current study were experiencing much difficulty 
with becoming assertive early in their relationship histories. Inability or difficulty discussing 
sexuality and sexual behavior has been associated with not using condoms (MacDonald, et 
al., 1990), but is not limited to local youth, as it has been noted to be prevalent worldwide 
(WHO, 1993b ). Boldero, et al. (1992) found that the degree of communication with a 
sexual partner greatly influenced condom use, and that those who communicated directly 
with partners about condom use had a stronger intention for use, and were more likely to 
use one. Nevertheless, focus group findings were consistent with the literature, stating that 
women are hesitant to raise the topic of condom use, as it may raise doubts about infidelity, 
question traditional male prerogative in sexual matters (WHO, 1993b ), question moral 
values with expectation to have sex, create an assumption that one is already infected 
(Hingson & Strunin, 1992), and/or generate physical or psychological abuse (WHO, 
1993c). Particularly with older women, the WHO (1993b) indicated that attempted 
negotiation concerning condom use destabilizes sexual power roles, and has the potential to 
contribute to emotional coercion and physical abuse. Combined with masculine culture of 
machismo and stereotyped norms for sexual behavior for men and women, lack of 
assertiveness encourages risky behavior and perpetuates the spread of HIV. Researchers 
note that unless women are empowered to negotiate safe sex practices, the decision whether 
to use condoms or not will be left to the man, which ultimately may become a decision of 
life or death (du Guemy & Sjoberg, 1992). 
The issue of honesty in a partner's response was typically not addressed by group 
participants with reference to partner communication about STDs and sexual behavior 
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history. Often the group leader would introduce the topic into discussion with a gender 
neutral situation . Typically, participants, whether known to be sexually active or nonactive, 
responded that partners would not be truthful, and more interestingly, attributed a male 
gender to the perpetrator in their response, "if he says that he does [have a STD] then she 
won't have sex, so he'll just say, 'No,"' "He'd definitely lie," "When it comes down to sex, 
the guy will just lie," "Yeah right, like he's going to say he's got something!" Nevertheless, 
individuals of all ages have been noted to have great difficulty asking their sexual partners 
about past sexual practices, and further, inaccurate responses from casual potential partners 
undermine this strategy (Cates, 1990). Ignorance of a sex partner's sexual and drug 
activities is undoubtedly a risk factor to be considered, as group participants acknowledged. 
Yet participants did not account for truthfulness in a partner's response until probed further. 
Consistent with the literature (e.g., Cochran & Mays, 1990; Keeling, 1989), respondents 
later realized inquiry may only provide an illusory sense of safety, as most men would lie 
about their sexual history to gain sex. 
Both genders expressed sentiments that condom use was "the male's job," and most 
young women responded negatively to potential use of a female condom . Typically, young 
men stated young women would not carry a condom, because, "girls don't need them," "it's 
kind of the guy's responsibility," although older teenaged women seemed to believe women 
should carry condoms, "just in case the guy doesn't bring one ... or he doesn't want to go 
get one ." Again, the seemingly sexually active young women disputed the firm convictions 
of the apparent nonactive young women in the perceived ease of insisting on condom use, 
"there's two perfect answers, like if your boyfriend won't wait for you, then dump him, and 
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ifhe won't wear a condom then drop him ... but they're never gonna happen really, except 
on TV." Again, concern over one's partner ' s feelings was significant for young women, 
"you have to think what is he gonna think," as was the importance of the situation, "if it's a 
one night stand it's a different situation than ifit ' s a long relationship" However , in the 
situational context of a "long term" relationship , which most often was identified as serial 
monogamy ranging from one week to two years for many focus group participants, young 
women felt a sense of trust for their partners in the "safety" of serial monogamy, claiming 
condom use was not necessary, "if you were with them for a couple of years or something, 
then you should pretty much know a lot about them ." Yet effective contraception has been 
associated with partner support (Whitley, 1990), thus the length of the relationship may be 
relevant to acquiring trust , support, and hence safety. This distinction between regular and 
casual partners has been noted by other researchers to occur more often with young women 
than young men; and, with the belief that restricting sexual association to only regular 
partners is safe practice (Carroll , 1991; Crawford, Turtle, & Kippax, 1990; Moore & 
Rosenthal , 1991). Further , among adolescents , particularly young men, have been noted to 
be generally less monogamous than young women (Sonenstein, Pleck, & Ku, 1991). 
The majority of youth voiced positive sentiments regarding condom distribution, due 
to a sense of embarrassment in purchasing them, and claimed they would be more likely to 
use condoms if freely available. Embarrassment about condom purchase has been noted 
elsewhere as an impediment to using condoms (MacDonald, et al., 1990). In most cases, 
discussions about embarrassment associated with purchasing condoms were led by the 
young men, again with young women prefacing that it was the "man' s job ." However , this 
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finding is contrary to the literature, where young men were found to be less embarrassed 
than young women about buying condoms (Helweg-Larsen & Collins, 1994). Yet both 
genders supported distribution of condoms, particularly in school. Typical were statements 
like, "I think they should hand out condoms in school or have dispensers in bathrooms 
because I know a lot of people that have had sex and they didn't use a condom, ... they were 
embarrassed to go to the drugstore." Other young men added, "because they' re going to 
do it any, like so why not have it protected?," "because if they are going to have sex at least 
they can have it protected ... you can't say 'well you're too young' and then he goes out and 
gets some girl pregnant or gets a disease, that what's gonna happen." Youth of both 
genders added that teenagers "were going to do it anyway," that is, have sex, despite 
promotion of abstinence; several made facial gestures, grimaced or rolled their eyes 
discussing the fruitlessness of such promotion. Further, many focus group participants 
believed that teaching teens safe sex practices and providing condoms were not promoting 
sexual behavior: "people bring up that thing about condoms in schools, they're just trying 
to prevent people from getting diseases, I think. They're not trying to say, 'here' s some 
condoms, go have sex." ' "But then if you don't tell them anything, like they could be really 
in worse trouble because they probably will go out and try it [sex] anyway and won't know 
what to do" Or as one sexually active 15-year-old young woman stated, "I strongly feel 
that if there are condoms there, like available to use, then they would be used like many 
percents more." 
Issues such as peer or partner pressure, and/or popularity, were associated with 
sexual activity; however, an age differential was quickly recognized. Interestingly, engaging 
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in sexual activity among junior high youth was associated with popularity moreso than for 
the older adolescents. As one 13-year-old young man put it, "if you want your friends to 
think you're cool, like it's cool to have sex." Young junior high school women agreed, one 
13-year-old stated, "a lot of teenagers want to be cool and everything, and think it's cool to 
have sex, they are more popular because they brag a lot, and they are usually the leaders, so 
they're cool... there's a lot of pressure ... on younger kids." Older teenaged women 
disagreed, "with seniors, it's not like cool or uncool... it's not labeled or anything, well 
yeah, they're labeled 'slut' or something, but it's not like you would want to be in that 
group of people ." During discussions, it appeared as though peer and partner pressure 
appeared salient for all ages, "you might like to become popular so you might do it," "but 
really for here there's a lot of peer pressure around sex." 
When the contrasting issue of"sex for popularity" was addressed further, teens in 
upper grades voiced an overall sense of individuality, while junior high youth, particularly 
young women, responded that they had sex, "to feel wanted ... to feel that way with one 
person or to feel like wanted with the people in that group, or people in your class." It 
seemed that the importance of "belonging" was sought through sexual behavior by junior 
high youth of both genders, who had to deal with peer pressures for popularity, more often 
than senior high students. Senior high students, particularly young women, seemed to 
acquire a sense of belongingness in the mere association with peer groups with little need of 
utilizing sex as a means for popularity. Acquiring a "reputation," with descriptors such as 
'slut' and 'tease,' were more common among senior high students, whereas popularity was 
associated with sexual activity with junior high youth . 
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Jessor and Jessor (1975) found that sexually active youth differed from nonactive 
youth in having higher independence , lower values for achievement, greater social criticism 
and tolerance for deviance, and greater peer influence for problem behavior. Additionally, 
results were stronger for high school youth than college, and for young women than young 
men (Jessor & Jessor , 1975). Similar findings were evident with group reactions in the 
current study, especially among young women with conformity and peer influence. In 
another study, nonactive teens anticipated a significantly greater amount of "feeling better' ' 
after first intercourse than sexually active teens reported actually feeling (Langer , 
Zimmerman, & Katz , 1995). Further , among sexually active youth in the Langer , et al. 
(1995) study, "feeling better" was associated significantly with being male and having a 
greater number of sex partners . For nonactive youth , "feeling better " was significantly 
associated with placing less value on postponement of sex and being highly influenced by 
peers . The sentiments expressed by focus group participants in the present research appear 
to match these findings, and also support past research , where correlates of adolescent 
sexual behavior included curiosity, need for love, and peer pressure (Cullari & Mikus, 
1990). Nevertheless, further examination is needed on potential age and gender differences 
in teenage pressures to engage in sexual activity, as questions remain unanswered, such as 
the frequency and intensity of such external pressures , individual abilities to deal with such 
pressures, and the meaning and importance of group conformity . 
Some participants claimed that the risks associated with AIDS were simply not 
thought about , emphasizing invulnerability along with a passive outlook among young 
women regarding assertiveness : "Teenagers just don ' t care ... they wouldn ' t use a condom 
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if a woman was on birth contro~ why should they if she's taking the pill? ... or maybe she 
can' t maybe her boyfriend won't agree to it [ condom use] , maybe she thinks it could never 
happen to her, but mostly because nobody ever really thinks about it." Barling and Moore 
(1990) have postulated that young women may require specific assistance in assertiveness 
toward partner communication, and specific skills of how to use a condom. Developing 
such skills may be instrumental in having adolescents be more cognizant of potential risks. 
Another 13-year-old young woman added, "I know people like when they were going to 
have sex they're not thinking about using condoms , or about AIDS, they ' re not thinking 
about it." These comments are consistent with research noting adolescents ' sense of 
invulnerability to mv infection (Baldwin & Baldwin, 1988a; Bell, Feraios, & Bryan, 1990: 
Bing, et al., 1990; Boyer & Kegeles, 1991; Eiser, Eiser, & Lang, 1990; Whalen, et al., 
1994; Zimet, et al., 1991). Further, individuals who lack a sense of perceived vulnerability 
are unlikely to change biologically driven or socially appropriate behavior (Fineberg, 1988), 
which appears to be prevalent among youth . 
Simple knowledge gaps may very well coincide with perceptions of invulnerability. 
Many youth believed AIDS was "not a problem in the country," "not really a problem in 
Connecticut ," with another citing figures for AIDS cases in Connecticut as being "forty to 
fifty." One youth believed he could "get away from AIDS," by moving to Africa. 
Extensive knowledge gaps were evident with participants ' inquiries at the close of group 
sessions. Of most concern were beliefs that there was a cure, how to get rid of it once 
infected, and questions about transmission through mosquito bites, kissing, saliva, and 
public toilets . Aside from private inquiries, evidence of AIDS misconceptions were noted in 
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dialogue, as well. Several teens believed that if one looks healthy, they could not be 
infected, "She might not want to [use a condom] probably because the guy she is with ... he 
really looks healthy, he probably doesn't have AIDS . Yeah, I was sitting with a guy once 
and I found out that he has AIDS, and I was like, no way, he looks so normal, I couldn't 
believe it!" Most provided descriptions of infected individuals, "like in the movies," and 
believed unless visually apparent otherwise, one is healthy. During a discussion about 
condom use assertiveness, another 15-year-old young woman talked of using "some other 
form of birth control," if the man refused to use a condom, not realizing the implications of 
contracting a STD, being concerned only with preventing pregnancy . One boisterous, 14-
year-old young man believed he had the solution to the AIDS pandemic, which was to give 
all men vasectomies, and some of the younger participants seriously entertained this idea as 
a viable solution . This latter point raises questions about youths' knowledge not only with 
AIDS transmission, but also regarding basic physiology, moral social issues and human 
rights. Other researchers have noted the "healthy looking" myth as being one difficult to 
dispel, and found youth still held beliefs that birth control pills provide protection against 
HIV infection (Anderson, et al., 1990), or AIDS is transmitted by insects bites (Gallup & 
Gallup, 1988). 
Many participants stated their solution was to keep sex a secret because, "we're 
taught that it is bad," "naughty," "dirty," and "sleazy." This appeared to be an impediment 
for youth to discussing matters with others, most especially adults. Typically adolescents 
stated they would discuss issues with peers rather than adults; however, many revealed that 
their peers often provided incorrect information . The success of intervention and 
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prevention strategies utilizing peer educators may depend highly on adolescents' comfort 
and preference in discussing personal matters with peers. Feedback from focus group 
participants suggests informed peer educators may be useful in assertiveness training, 
particularly with role playing, not only by providing youth with educated informants, but 
more importantly, by reducing the spread of misinformation. The importance of peer 
education and the trust associated with prevention messages furnished by group peers, as 
well as the credibility of peer educators who are themselves at risk or infected, have been 
noted for teens (WHO, 1992; Rickert, Jay, & Gottlieb, 1991). 
Summarizing findings with the first hypothesis is difficult, as predictors of sexual 
assertiveness appear to be plagued with numerous confounds . With that in mind, clearly the 
unidimensional measures of sexual assertiveness utilized in this study did not adequately 
address some of the specific confounds adolescents brought to light. However some key 
points may be worth exploring more thoroughly in future research . 
First, sexual assertiveness, or sexual negotiation skills, may be dependent on 
numerous situational and contextual factors. Sexually active young women, in particular, 
identified various degrees and intensity of emotions, and attachment to their partner, which 
impose on preference and ability to utilize assertiveness skills. Second, sexually active 
young women typically place a higher value on maintaining the relationship than on their 
own welfare, and often view sexual assertiveness behavior as a potential threat to the 
relationship. Third, assertiveness with regard to partner communication is often moot, as 
partners who are infected or have positive risk histories, are likely to be untruthful in their 
responses. Fourth, consistent with the literature, gender role expectations tend to interfere 
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with sexual assertiveness, suggesting the need to empower young women to be able to 
resist pressure for unwanted sex, and negotiate safe sex behavior. Fifth, for adolescents, 
potential gender and age differentials exist with frequency and intensity of external 
pressures to engage in sexual activity, which may interfere with implementing assertiveness 
skills. Particularly for younger teens, the need to be popular, to feel wanted, or have a 
sense of belongingness may be associated with engaging in sexual activity at very young 
ages . Lastly, although it has been noted that knowledge alone is not sufficient to change 
behavior (Baldwin & Baldwin, 1988a; Baldwin, Whiteley, & Baldwin, 1990; Basch, 1989; 
Brandt, 1988; Brown & Fritz, 1988; Clarke, Abram, & Monteiro, 1990; DiClemente, 
Forrest, & Mickler, 1990; Keller, Schleifer, Bartlett, & Johnson, 1988; Ku, Sonenstein, & 
Pleck, 1992; Sti:ffinan, Earls, Dore, & Cunningham, 1992; Rosenthal, Moore, & Brumen, 
1990; Skinner & Ross, 1994), adolescent misconceptions, knowledge gaps and perceived 
invulnerability may be at least partially associated with barriers to sexual assertiveness 
abilities. Recently, other researchers have paid particular attention to human sexuality 
research on similar underlying factors, specifically, the importance of condom use in 
affectionate versus casual relationships, sexual communication and coercion, substance use 
in relation to sexual intercourse, and sexual schema and scripts relevant to IDV -risk (Kelly 
& Kalichman, 1995). 
With regard to sexually nonactive youth, it may be impossible to have these 
individuals accurately predict their sexual behavior because of their inexperience and their 
inability to: (1) appreciate the emotional aspects of an intimate context; (2) comprehend the 
potential interaction effects of their behavior with their partner's; (3) integrate potential 
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external pressures with their future behavioral responses ; and ( 4) consider possible negative 
consequences of implementing positive sexual assertiveness skills. 
Keeping these confounds in mind, a summary of the quantitative findings for the first 
hypothesis is provided. For young women, the first hypothesis was partially supported ; 
significant predictors of risk, indicated by low sexual assertiveness include: (1) high AIDS 
misconceptions; (2) high perceived susceptibility for risk; and (3) high substance use and 
abuse. For young men, low assertiveness was predicted by: (1) low perceived AIDS 
knowledge ; and (2) high misconceptions . Although hypothesized , homophobia , factual and 
transmission AIDS knowledge were nonsignificant predictors of sexual assertiveness . 
Hypothesis Two : AIDS Risk Predictors Among the Sexually Active . Predictors of 
AIDS risk, among the sexually active teens as defined by the number of sex partners and 
unprotected intercourse occasions , were examined in the second hypothesis . The 
hypothesis of higher risk with lower AIDS knowledge was only partially realized in 
analyses, with significant findings on only one cognitive component: high AIDS 
misconceptions . However , as hypothesized, nearly all other variables were found to be 
significant predictors of risk for at least one gender . 
Separate gender analyses found significant risk predictors for sexually active young 
men to be high AIDS misconceptions, perceived susceptibility for risk, substance use and 
abuse, partner and self-risk histories , and low sexual assertiveness for condom use. For 
sexually active young women none of the four cognitive components were found to be 
significant predictors of AIDS risk, while high perceived susceptibility for risk, partner and 
self-risk histories, and low situational condom use efficacy and sexual assertiveness for both 
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condom use and partner communication were significant. High homophobia was a 
significant predictor of AIDS risk with group analyses, but not for either gender in separate 
calculations, which may have been a consequence of small sample sizes. 
Gender differences on these predictor variables were found particularly with higher 
misconceptions and substance use and abuse for sexually active young men, but not for 
women; and, low situational condom use efficacy and partner communication assertiveness 
for sexually active young women, but not for men. Pertaining to AIDS risk predictors, both 
genders perceived their susceptibility for risk to be high, had low condom use assertiveness 
skills, and reported high risk histories for both themselves and their partners. Individual risk 
variables, qualitative feedback and implications for gender differences are discussed more 
fully below. 
Regarding AIDS misconceptions, several fallacies prevailed. On the questionnaire, 
for instance, over half of the entire sample were not sure or believed a new vaccine had 
been developed which can prevent AIDS, and over half were not sure or believed 
mosquitoes could transmit AIDS (see Table 4) . Additionally, over one-quarter of the 
sample believed they could avoid AIDS by having sex with healthy looking people, and over 
one-quarter believed that only gay people and needle-users can get AIDS. Many studies 
continue to find misconceptions among adolescents (e.g ., Bertrand, Brown, Kinzonzi, 
Mansilu, & Djunghu, 1992; DiClemente, Forrest, & Mickler, 1990; DuRant, Ashworth, 
Newman, & Baillard, 1992; Fennell & Beyrer, 1989; Stevenson & Stevenson, 1990; 
Sugerman, Hergenroeder, Chacko, & Parcel, 1991) as well as among adults, especially with 
regard to transmission (Hardy, 1990). Since sexually nonactive youth reported a 
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significantly lower average of misconceptions in comparison to sexually active youth, it is 
clear that the majority of youth reporting inaccuracies were among the latter group . 
Similarly, focus group participants confirmed continued prevalence of AIDS 
misconceptions, as mentioned above in discussion of the first hypothesis . Since sexually 
active young men had the highest misconceptions of all subgroups by gender and sexual 
activity, it is not surprising that this factor would be a notable predictor of risk for them . 
These findings are consistent with many studies in the literature showing that areas of 
confusion, especially in transmission and prevention of infection, continue to prevail among 
youth (e.g., Livingston, 1991; Memon, 1990; Ponton, DiClemente, & McKenna, 1991). 
High perceived susceptibility for risk, or inability to avoid risky situations, was a 
significant predictor of AIDS for both sexually active young men and women. In 
questionnaire format, nearly half of the entire sample were not sure or thought they were 
probably or definitely exposed to AIDS , one quarter were not definitely sure they could do 
things to help protect themselves from getting AIDS, and one third were not positive they 
had not had sex with someone who could have given them AIDS (see Table 7). Since these 
latter calculations included both sexually active and nonactive youth, the percentages are 
likely to be much higher when accounting for only sexually active teens . Acknowledgment 
of their perceived susceptibility to risk is contrary to some recent research. Teenagers 
typically minimize their perceived risk of experimental and occasional involvement in health-
threatening activities, more so than adults; and, teenagers are less optimistic about avoiding 
illness than their parents (Cohn, MacFarlane, Yanez, & Imai, 1995). Other researchers 
recently found that heterosexual college students who are more "future oriented," were 
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more likely to use HIV-risk reducing methods such as inquiring about a partner's sexual 
history, and delaying or abstaining from sex, as opposed to those were who more "present 
time oriented," having a greater propensity for immediate gratification (Rothspan & Read, 
1996). Thus, many adolescents in the present study may fall in the latter category, partially 
explaining high susceptibility, minimizing the same, and associated risky behavior. 
Comments from focus group participants shed some light on the breadth and depth of risk 
perceptions. 
Feedback from progressive "risk" (purposely undefined) situations in focus group 
discussions revealed that most adolescents would "risk" sneaking out of the house to meet 
friends against parents' wishes, without much hesitation . But sneaking out to meet friends 
with alcohol was a dilemma for approximately half of the younger, junior high participants, 
but not for older teens, representing a relatively mild "risk." Adding other drugs to the 
scenario posed a fairly high level of "risk" for junior high youth, although many rationalized 
specific types of drugs would be acceptable, as long as the meeting place was not in their 
own home. At this point, most adolescents defined "risk" by likelihood of getting caught by 
parents, and being punished as a consequence. Last, participants provided feedback on 
"risks" involved if a teenager was home alone with a partner and they decided to become 
intimate. Most admitted this scenario was "most risky," and again focused on issues of 
getting caught by parents, length of relationship prior to sex, peer and partner pressure, 
pregnancy and AIDS, but stated teens, "would probably have sex anyway." Further, 
pregnancy was cited more frequently as a risk and concern, than AIDS. With regard to 
assessment of decision-making influences to engage in sexual activity, concern for 
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contagion was hardly mentioned. Rather teens expressed: love or "degree oflike," 
substance use, persuasion, peer pressure , and trust. Only when probed further by the group 
leader, did youth mention risk of HIV infection, but stated, "most [teens] don't think about 
condoms ." These and other references teens voiced (e.g ., condoms not needed when 
woman is using oral contraceptives), support findings that condoms are often viewed as 
contraceptives , and not prophylactics among youth (Noell, et al., 1993; Maticka-Tyndale, 
1991). 
Overall, youth verbally supported quantitative findings of adolescents having high 
perceived susceptibility for risk, or perhaps inability, or little desire to avoid risk situations . 
Although the risk susceptibility appeared to be "perceived" in focus groups, it was not in 
the conventional sense. That is, personal risk seemed to be overshadowed by "being caught 
by parents," and consequently, punished; whereas, risk for disease, and possible death 
secondary to substance use or unprotected sex, seemed to be hidden in perceptions of 
invulnerability. This adolescent personal invulnerability, and minimizing level of 
susceptibility appears to be consistent with the literature (e.g., Burger & Bums, 1988; 
Hernandez & Smith, 1990; Hochhauser, 1989; Leishman, 1987). These findings may 
support Rothspan and Read's (1996) "present time oriented" classification mentioned 
above, with teens focusing on immediate gratification, being less concerned with future 
consequences of their behavior. Further, "future oriented" consequences, if acknowledged 
at all, are short-term associated with punishment, whereas longer term consequences are not 
recognized . Other researchers found cruising, or driving around with no particular 
destination as a noteworthy in significantly increasing the likelihood of sexual activity 
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(Alexander, et al., 1989). Such activities were not explored in the current study, and may 
provide valuable data regarding adolescents' perceptions and perceived abilities to handle 
various situational risk situations appropriately . 
Supporting previous findings (Lang, 1994), substance use and abuse were significant 
predictors of risk for sexually active young men, who reported higher levels of substance 
use and abuse than their female counterparts . Other researchers have found substance use 
lower among young women than young men (V anderschmidt, Lang, Knight-Williams, & 
Vanderschmidt, 1993). Specific to substance abuse, 14 percent of the entire sample (active 
and nonactive , both genders) reported they had thought about or tried to kill themselves 
secondary to drinking or drug use in the past year; and 14 percent had experienced 
blackouts in the past year (see Table 16). Among the sexually active, 33 percent indicated 
at least one occasion of having sex that they wouldn't have engaged in, if they were sober in 
the last year . Again, the significant differences between sexually active and nonactive youth 
in reports of substance use and abuse leads to the conclusion that the majority of heavy 
users with possible serious implications were among the sexually active. Additionally, 
three-quarters of sexually active substance users reported using alcohol prior to having sex 
during the past year, increasing their likelihood of unprotected sex. This was deduced by 
examining reports of sexually active substance users, where 97 percent were having sex 
with inconsistent or no condom use, and three-quarters of those youth admitted to using 
alcohol prior to having sex in the past year . This evidence supports other findings that 
substance use, especially prior to sexual activity, will increase the likelihood of high-risk 
behaviors (e.g ., Clapper & Lipsitt , 1991; Grant & Johnstone, 1990). Other researchers also 
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suggest that having a greater number of sex partners and intoxication preceding sexual 
activity are likely predictors of vulnerability to risk behavior relapse (Kelly, St. Lawrence, & 
Brasfield, 1991). 
Focus group feedback provided supplemental data with regard to using substances 
in conjunction with sexual activity, with disinhibition and impaired judgment, as well as 
persuasion tactics, "they wouldn't know what's going on if they were drunk;" "well if 
they're drunk ... they'll just say they're in love." Additionally, group participants identified 
teenagers as a potential risk group for AIDS because, "they're experimenting," "too much 
drinking and stuff," and "they're sexually active and drinking." Thus substance use not only 
reduces disinhibition thereby increasing high risk behaviors (Kelly & St. Lawrence, 1988), 
but may also increase the likelihood of untruthfulness with potential persuasion and pressure 
to have a partner succumb to sexual activity. 
The significance of homophobia was evident as a predictor of AIDS with the 
sexually active group as a whole, but disappeared with separate gender analyses. One 
explanation may be decreased power in the analyses attributable to smaller sample sizes. 
Nevertheless, further support for recent research associating high risk behavior of 
heterosexuals with the assumption that AIDS is a "gay disease" (Burkholder, 1994) was 
evident in both quantitative and qualitative findings. Item analyses with the entire sample 
found that half of the respondents reported they would not like it if a person with AIDS was 
in their gym class; nearly three-quarters reported they would feel nervous in a group of gay 
people; and over three-quarters reported they would feel uncomfortable If they saw same 
genders holding hands (see Table 7). Most of these responses were clearly from sexually 
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active youth since these teens had significantly higher indicators of homophobia than 
nonactive youth. 
In focus groups, youth discussed perceptions about gay people, stereotypic 
behavior, and potential changes in attitude within four scenarios ranging in interpersonal 
distance. The first scenario involved a student, second a best friend, third a sibling, and 
finally a parent. Although well over two-thirds of the participants revealed no indications of 
homophobia when speaking in generalities, as scenarios became more personal, or "closer 
to home," many contradicted earlier statements, and in some cases, retracted them 
altogether. Some inaccuracies were evident, describing stereotypical behavior they viewed 
on television, the way they "act," "walk," and "talk ." Approximately three-quarters of 
focus group participants stated that AIDS was not a "gay disease;" however, at least a 
dozen individuals were surprised to find out heterosexuals could be infected: "Yeah, gays 
and druggies get AIDS from needles, I don't have to worry." Several believed AIDS was 
not "really a problem in Connecticut," that "Connecticut didn't have gay people," and that 
AIDS is more a problem "over there ." Where "over there," was defined as other states, 
"probably New York and California." One 13-year-old preached of religion, the Bible, and 
implications of AIDS in a small group setting, "God said it shouldn't be so, because in the 
Bible it says that people shouldn't be gay ... only gay people have bad things happen to 
them, it says that in the Bible ... , being gay is bad and they're the cause of all bad." 
Changes in perceptions, attitude and affective responses were evident in scenario 
discussions, as responses became increasing abstract with the common descriptor of 
"weird" repeated, with an inability to elaborate further. With reference to reactions to a gay 
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peer in school, many stated they would attempt to avoid the person, afraid others may 
assume they were also homosexual if seen with them . Nevertheless, most stated they would 
be cordial, but distant. Gray and Saracino (1991) found similar reactions with college 
students who reported inconsistencies between accepting attitudes toward people with 
AIDS and personal involvement. Some youth had perceptions that homosexuals could not 
control their behavior, and feared being in danger of molestation or rape, "I wouldn't sleep 
over his house or anything because like he might rape me," "you don't know what they're 
going to do, I wouldn't want them hitting on me." In the case of a best friend, a sense of 
uncomfortableness was common, however, most stated they would "try'' to remain friends. 
Interestingly, when the scenario moved to a sibling, some adolescents were still concerned 
about siblings "making a pass," or "hitting" on them . Increased uncomfortableness was 
associated with a perceived threat to their safety, believing homosexuals as being 
"obsessed" with sex. In the final scenario, having a gay parent, many adolescents 
expressed feelings of embarrassment, betrayal, nausea, and expectation of moving away 
with "the straight one ." 
Significant risk histories for both self and partner(s) were also predictive of AIDS 
risk among sexually active young men and women. Both genders reported moderate 
certainty of not being exposed to AIDS, and moderate certainty that their partner(s) had not 
been exposed . However, active young women reported significantly higher estimates of 
number of sex partners their most recent partner had had, than young men (3 versus 2, 
respectively) . Partner-risk history was fairly equal between the genders . Pertaining to self-
risk history, it is likely that an early sexual debut would contribute to an increase in sexual 
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activity and number of partners, and thus a greater risk; this is supported in the literature 
(e.g ., DuRant , Sanders, Jay, & Levinson, 1988; Ekstrand & Coates, 1990). DiClemente , et 
al. ( 1992) found that adolescents with a history of three or more sex partners were half as 
likely to use condoms consistently. In the current study, young men had onset of sexual 
activity approximately one year earlier than women (age 13 versus 14, respectively) , and 
had an average of one more lifetime sex partner than young women ( 4 versus 3, 
respectively). Another study found that young men not only had significantly more sex 
partners than young women, they more often stated that they "definitely intended" to have 
multiple intercourse partners (25 versus 2 percent , respectively; Walter , et al., 1993). Also 
contributing to self-risk history was frequency of substance use prior to sex, which, as 
mentioned above, was reported by the majority of sexually active youth . More sexually 
active men reported having one or two drinks prior to sex, than young women ( 51 versus 
42 percent , respectively), contributing to self-risk for AIDS . 
Low situational condom use efficacy was found to be a significant predictor of 
AIDS risk for sexually active young women, but not for men. Whether young women are 
depressed, angry, feeling pressured to have sex, have been using substances, etc ., may have 
little or no bearing on condom use efficacy if the decision to use condoms is solely placed 
on their partners, for reasons indicated in the sexual assertiveness discussion in hypothesis 
one above . Several women stated in focus groups that condoms were "the male' s 
responsibility," supporting other findings that young women tend to be more compliant 
toward societal norms traditionally placing precautionary responsibilities on young men, 
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particularly buying, carrying, and initiating condom use (Barling & Moore, 1990; Moore & 
Rosenthal , 1991a). 
Low sexual assertiveness for condom use was found to be a significant predictor of 
risk for both genders . For sexually active young men one explanation may be a lack of 
desire to use condoms, since young women are generally reporting compliance to their 
partner's sentiments . This would make sense given mean scores found in the current study. 
Although sexually active young men surpassed women in assertiveness skills for condom 
use, the mean response was disconcerting , being slightly less than "usually' ' for young men 
and "about half the time," for young women . Gender aside, the significance of low 
assertiveness skills for condom use predicting AIDS risk is apparent , as frequent 
unprotected sex has been identified as a behavioral risk factor in numerous studies of 
teenage sexual behavior (e.g., Boyer & Kegeles, 1991; DiClemente, 1990; Rotheram-Borus 
& Koopman , 1991 ). 
Finally, low sexual assertiveness for partner communication appeared as a significant 
predictor of AIDS risk for sexually active women, but not for male counterparts . Given 
young women's hesitancy to discuss sexual matters with their partners (at least in the 
context of heterosexual dyads), or to risk negative consequences of potentially disrupting 
the relationship, empowerment for self-protection seems relevant to reduce AIDS risk 
among young women (see discussion of hypothesis one) . 
In summary, the second hypothesis was supported with sexually active youth, and 
partially supported with each gender . For sexually active youth, AIDS risk, as defined by a 
greater number of sexual partners combined with a greater number of unprotected sex 
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occasions, was predicted by: (1) lower AIDS knowledge, particularly having higher 
misconceptions about AIDS; (2) higher perceived susceptibility for AIDS risk, or inability 
to avoid risky situations; (3) lower situational condom use efficacy; ( 4) higher homophobia; 
( 4) higher use and abuse of substances; (5) higher risk histories for both self and their 
partner(s); and, (6) lower sexual assertiveness, particularly for condom use abilities. 
Individual examination of predictors of AIDS risk for sexually active young men and 
women found that high perceived susceptibility for risk, high self- and partner-risk histories, 
and low assertiveness skills for condom use, were significant predictors for both genders . 
However, gender risk differentials for predicting high risk behavior were found among other 
variables, where : (I) high AIDS misconceptions was significant for sexually active young 
men, but not for women ; (2) low situational condom use efficacy was significant for young 
women, but not for men; (3) low partner communication assertiveness was significant for 
young women , but not for men; ( 4) high substance use and abuse were significant for young 
men, but not for women; and ( 5) high homophobia was significant for the sexually active 
group, but not for either gender, individually. 
Hypothesis Three: Participants' Estimated AIDS Risk Level. In order to examine 
which factors adolescents take into account when rating their own level of AIDS risk, 
several potential predictors were examined within the third hypothesis . As hypothesized, 
high substance use and abuse, self- and partner-risk histories were significant contributors 
to adolescents' self-rated risk. Low homophobia was significant, although hypothesized to 
be contributory in the other direction. None of the four knowledge components (factual, 
perceived, transmission, and misconceptions) had a significant bearing on estimated risk 
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level, nor did perceived susceptibility for risk, situational condom use efficacy, or sexual 
assertiveness . 
Separate analyses by sexual activity and gender provided no additional insight to 
adolescents' reasoning for rating themselves in the manner in which they did. For sexually 
active young men, only low substance abuse contributed to their self-rated level of risk, and 
for sexually active young women, high self- and partner-risk histories and high substance 
use and abuse contributed to the same. Teasing out which variables contributed to level of 
risk seemed impossible due to several confounds . Confounds were mainly discrepancies 
with youths' reported unsafe sexual activity and level of risk; the associated accuracy or 
inaccuracy; and, over- versus underestimating self-rated risk levels. 
Discrepancies between reported risky behavior and self-rated risk level prevailed as 
it did in recent findings (Lang, 1994). Over one-third of the entire sample indicated 
inaccuracies either by over- or underestimating their AIDS risk level. Of most concern 
were underestimaters, who claimed to be at "no risk," which comprised nearly 40 percent of 
the sexually active youth, reporting inconsistent or no condom use . One explanation may 
be an optimistic bias as noted by other researchers (van der Velde, van der Pligt, & 
Hooykaas, 1994). Perceived risk for others was typically higher than perceived risk for self 
-- adolescents simply are not personalizing their risk of AIDS . Freimuth, Edgar and 
Hammond (1987) also found high risk adolescents in their sample rated themselves at the 
lowest end of the risk continuum. Yet, Neuwirth and Dunwoody (1989) found two groups 
of"high risk estimators" in their sample: those with low, and those with high personal 
efficacy. Both had low partner communication skills but differed in condom use. Ironically, 
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those with high risk estimates, low efficacy, and low communication had the greatest 
increase in condom use (Neuwirth & Dunwoody , 1989). Reasons for low risk ratings 
among another sample of behaviorally high risk teens were implicit trust in their partner(s) , 
current monogamy, and lack of intravenous drug use (Overby & Kegeles, 1994). These 
issues were discussed at length by focus group participants in this study, and may partially 
explain such discrepancies between reported risk behavior and perceived risk level. Yet 
more research is needed in this area . 
Accuracy in one's self-rated risk level was examined as a contributory factor of 
one's perceived current level of AIDS risk. For sexually active adolescents who reported 
"unsafe" sexual activity, specifically inconsistent or no condom use, and who also rated 
themselves accordingly ( other than "no risk"), significant predictors of their self-rated risk 
level included having low AIDS misconceptions and low homophobia. Therefore it was 
hypothesized that the reverse must hold true for sexually active, unsafe group with 
inaccurate self-rated risk levels. That is, the inaccurate group would have significantly 
higher misconceptions and homophobia than the accurate risk self-raters. However , this 
was not the case with self-rated level of risk comparisons of accurate versus inaccurate ( or 
"underestimaters"). 
The accurate, unsafe group had significantly higher AIDS misconceptions than the 
underestimaters, and no significant difference between the two groups was found for 
homophobia . Thus misconceptions (such as believing AIDS can be cured if treated early, a 
vaccine exists to prevent AIDS, mosquitoes transmit AIDS, healthy looking people do not 
have AIDS, only gay and needle-users can get AIDS), may have no bearing on inaccurate 
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perceptions of risk. This is contrary to some findings where the association between AIDS 
and homosexuality has resulted in inaccurate perceptions of risk (e.g., Paxton & Susky, 
1988). Nevertheless, whether these misconceptions have been challenged in school, home 
or other settings, and these youth choose to continue to believe them, or whether they hold 
these fallacies due to lack of informational resources, is unknown, and may be a significant 
factor worth pursuing in future research . It may be that accurate risk estimators are aware 
of their misconceptions and choose to consciously retain them, and underestimaters of risk 
may correct distortions as new information is provided, which would partially explain the 
higher AIDS misconceptions within the former group . 
Regarding homophobia, although significantly low levels of homophobia were found 
for accurate self-raters which contributed to their self-rated risk level, the underestimaters 
also had low homophobia. Both groups reported slight uncomfortableness and 
stereotyping, but this had no bearing on underestimating level of risk. It may be that this 
slight homophobia is enough to contribute to unsafe, sexually active teens accurately 
placing themselves at some level of risk, following Burkholder' s ( 1994) finding that 
individuals with homophobia falsely believe protection is unnecessary because AIDS is a 
"gay disease." Further, the unsafe, sexually active underestimaters simply ignore all or most 
factors, possibly feeling invulnerable to infection, evidenced by discrepancies between their 
unsafe behavior and level selection of "no risk." Examining differences between sexually 
active young men and women, discussed more under hypothesis four, sexually active young 
men significantly exceeded women , with higher levels of homophobia. Statistical analyses 
of gender differentials within the inaccurate, underestimaters subgroup were not possible 
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due to the small sample size (21 young men and 26 young women) . Thus it is possible that 
a gender confound exists; further research is needed in this area . 
Further group comparisons also found that the accurate, unsafe group had perceived 
their susceptibility for risk as being significantly higher, had significantly higher substance 
use and abuse, had significantly higher risk histories for both partner and self, and had 
significantly lower sexual assertiveness skills for condom use than the unsafe 
underestimaters. Perhaps the accurate self-raters were simply more realistic in their choice 
level, having more areas of potential risk apparent, and being more aware of their personal 
risk, while the underestimaters have not yet become aware of, or deny potential risk habits, 
providing further support for the perceived invulnerability hypothesis. 
Summarizing findings from the third hypothesis, it was found that determining which 
factors contribute to adolescents' perceptions of their present level of risk is extremely 
complex. Analyses of predictors of adolescents' self-rated level of risk are uninterpretable 
without taking into account subgroup classifications. Several factors must be considered in 
examining predictors of self-rated risk, including the accuracy versus inaccuracy of self-
rated risk level, based on reported risk behavior, the direction of the inaccuracy, and the 
individual's gender . 
Focusing on sexually active, unsafe youth, it was found that: (1) low levels of AIDS 
misconceptions and homophobia contributed to accurate self-ratings of being at some level 
of risk; (2) the reverse, or high levels of AIDS misconceptions and homophobia, were not 
found among youth underestimating their risk as "no risk;" (3) accurate raters of self-rated 
risk had higher AIDS misconceptions; higher perceived susceptibility for risk; lower 
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condom use sexual assertiveness; higher substance use and abuse; and higher risk histories 
for self and partner( s) than underestimaters of risk; and ( 4) given the above, it is likely that 
accurate raters of self-rated risk level are more aware of their knowledge, attitude and 
behavior, whereas underestimaters may ignore or deny the same and/or perceive themselves 
as being invulnerable to infection. 
Hypothesis Four: Gender Differences in AIDS Risk Predictors. In the fourth 
hypothesis, it was predicted that among sexually active teens, young men would have higher 
substance use and abuse than young women, and report higher AIDS risk behavior, as 
defined by multiple partners and unprotected sex. Further, it was hypothesized that sexually 
active young women would report lower sexual assertiveness skills than their male 
counterparts . Consistent with previous findings (Lang, 1994 ), these gender differences 
were significant in the current study. Not only did the sexually active young men 
significantly exceed women in reported substance use and abuse, and sexual assertiveness 
skills, they also perceived their susceptibility for risk as higher, had higher homophobia, and 
reported their personal risk histories as higher, than sexually active women. 
Although not predicted a priori within the above hypothesis, another potential risk 
factor for sexually active young men was a significantly lower AIDS knowledge base than 
young women . Other researchers have found young women to be more knowledgeable 
about AIDS than young men (e.g., St. Lawrence, 1993), although they are not insistent with 
partners about using condoms (Goodman & Kohall, 1989) . Sexually active young women 
exceeded young men in factual AIDS knowledge, perceived their AIDS knowledge as 
higher than young men did their knowledge, and had significantly lower AIDS 
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misconceptions than young men. Despite conclusive findings that knowledge alone will not 
influence behavior change, knowledge and education, together with assertiveness skills, and 
empowerment to utilize these skills, backed up by health and social services and a 
supportive environment, are influential to safe sexual behavior (e.g., WHO, 1990, 1992). 
Thus sexually active young women's high AIDS knowledge may be one of many other 
reasons why their risky behavior is lower than their sexually active male counterparts. 
Sexually active young men revealed differences in the attitudinal domain from young 
women, particularly with a higher perceived susceptibility for risk, and higher levels of 
homophobia. Gaines, et al. (1988) found many negative feelings toward persons with AIDS 
among older adolescents, less so among young women than young men; those findings were 
partially supported with the current study. Nevertheless, there is little research on theories 
accounting for gender differences in these areas pertaining to adolescents, thus only 
tentative assumptions can be made herein. 
Adolescents must first feel personally vulnerable to acquiring AIDS, before steps 
toward reducing risk can be initiated (Boyer & Kegeles, 1991). It may be that sexually 
active young men do not feel vulnerable. Invulnerability is associated with a lower 
frequency of avoiding risky situations, as measured by a high perceived susceptibility for 
risk. Based on focus group feedback, it may be that young men are less likely to avoid or 
remove themselves from risky situations than young women, or perhaps they simply lack the 
desire to avoid risky situations, based on perceptions of invulnerability. For instance, one 
13-year-old young woman inquired whether it was true that women can contract lilV more 
easily than men. Approximately one half of group participants were familiar with this 
209 
finding, but about a dozen youth erroneously assumed young men could not acquire AIDS 
from young women. Most of these young men believed they could only contract AIDS 
from another man, but could transmit it to a woman . Additionally, ample feedback was 
provided from focus group participants of both genders regarding the high likelihood of 
young men being untruthful about their risk histories, serostatus or STD infection, or even 
their emotions, "just to have sex." This untruthfulness among young men to gain sex has 
been noted elsewhere in the literature (Cochran & Mays, 1990; Keeling, 1989). Hence one 
theory may be an association of invulnerability with inability to avoid risk situations; 
however, "inability" may be a misnomer for young men, in the typical context of a research 
variable. That is, ability may be present, but the situation is not recognized as being of 
potential risk, or the desire to avoid a potential risky situation is absent; both due to 
perceptions of invulnerability. On the other hand, estimating oneself to be at greater risk, 
and believing that safer sex is not an expected norm within one's peer reference group, are 
factors that have been strongly predictive of risk through unsafe sex (Kelly, et al., 1995), 
which also may account for the findings in the current study among young men. 
Possible perceptions of personal invulnerability, together with findings of lower 
AIDS knowledge among sexually active young men, may also account for the gender 
differential for homophobia . Sexually active young men had significantly higher 
misconceptions statistically, and though infrequent, more often reported misperceptions of 
risk populations in focus groups than young women (e.g., a gay disease, a drug user 
disease, cannot be infected via sexual contact with women). Again, it is difficult to 
determine whether correct information has been provided to these young men, and they 
210 
chose to ignore it in order to rational ize their invulnerability; whether incorrect information 
is being emphasized as being accurate (e.g ., school, home, peers , media, etc .); or whether 
no information has been provided . 
Given the potential explanations and qualitative support provided for the first and 
second hypotheses , it is not surprising to find that sexually active young men had 
significantly higher sexual assertiveness skills for both partner communication and condom 
use than women . As mentioned above, sexually active young women report condom use 
typically as being the man's responsibility , often feel constrained and pressured with various 
situational and emotional factors, perceive numerous negative consequences of 
assertiveness , and report a lack of trust and honesty , with reference to partner 
communication . Other researchers found the strongest predictor of condom use for young 
women was having asked a partner to use one, although the majority of young women were 
in need of acquiring the social skills necessary to negotiate condom use with partners 
(Weisman, et al., 1989). DuRant and Jay (1989) found that contraceptive behavior is 
poorest among heterosexual couples where the young man has higher self-esteem than the 
young woman, and the young woman perceives a great deal of pressure from her partner 
not to use condoms . 
Sexually active young men had significantly higher substance use and abuse than 
young women, which was a predictor of high risk behavior in this study. A higher self-risk 
history was associated with substance use and abuse, particularly in use of substances prior 
to having sex, and young men had significantly higher self-risk histories , and used 
substances prior to sexual activity more often than young women . Significantly more young 
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men reported alcohol and cannabis use prior to sex than young women ( 44 versus 34 
percent for alcohol, and 22 versus 17 percent for cannabis, respectively). Additionally, as 
mentioned above in the second hypothesis, measures of self-risk histories for young men 
were increased significantly by having a lower age of sexual debut, and a higher number of 
sex partners, than young women. These results support other findings that correlated age 
of first alcohol use and age of first sexual intercourse (Flanigan, 1990; Leigh, Schafer, & 
Temple, 1995; McLean & Flanigan, 1993), with higher incidence among young men than 
women, especially in relation to their first sexual encounter (Kraft, Rise, & Traeen, 1990; 
Robertson & Plant, 1988). 
Behaviorally, sexually active young men reported a significantly higher AIDS risk, 
more specifically, multiple partners and unprotected sexual activity, than sexually active 
young women. This finding logically follows suit, since sexually active young men had 
lower knowledge, more negative attitudes, and higher behavior risk predictors . The 
increasing number of teenagers engaging in sexual activity has a cumulative impact on the 
number of sex partners (CDC, 1990); and the earlier that sexual activity occurs, the longer 
the interval of exposure to different sex partners ( Cates, 1991). 
Although no hypotheses were made a priori, analyses were conducted for gender 
differences among the sexually nonactive youth. As with the sexually active group, 
nonactive young women exceeded young men in factual AIDS knowledge, although both 
groups reported fairly high mean scores. Nonactive young men perceived their 
susceptibility for risk as higher than young women, and predicted their situational condom 
use to be lower than young women . Contrary findings were realized with sexual 
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assertiveness in comparison to the sexually active group. Nonactive young men had 
predicted their sexual assertiveness skills for both partner communication and condom use 
to be significantly lower than nonactive young women, although for both genders, nonactive 
adolescents' predicted assertiveness scores were very high. Interpretation of these data is 
cautioned due to group inequality and low numbers of nonactive men. It is interesting, 
however, that sexually nonactive young women appear to be significantly more confident in 
their future sexual assertiveness skills, and condom use across varying situations compared 
to young men, but the reverse holds true once becoming active. Qualitative data provided 
in the first hypothesis support nonactive young women's interpretation of sexual situations 
as simplistic and concrete ( e.g., "just say, 'No,"' "just leave," "just dump him," etc.), while 
active women emphasize their behavior depend on numerous interpersonal and emotional 
conditions that nonactive youth cannot account for given limited experiences . Deiter 
(1994) found that sexual assertiveness decreased with a 5-week intervention among college 
women, which was attributed to an optimistic bias in women's initial reports . At post-
intervention, these women recognized numerous difficulties involved in assertiveness, which 
they were not cognizant of at pre-intervention, thus their lower assertiveness scores 
reflected a more realistic view. 
Summarizing, the fourth hypothesis was supported. First, sexually active young 
men had higher AIDS risk than young women, significantly exceeding young women with: 
(1) lower factual AIDS knowledge; (2) lower perceived AIDS knowledge; (3) higher AIDS 
misconceptions; ( 4) higher perceived susceptibility for risk, or inability to avoid risky 
situations; ( 5) higher homophobia; ( 6) higher substance use and abuse; and, (7) higher self-
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risk history for AIDS. Second, sexually active young women had lower sexual 
assertiveness for both condom use and partner communication than active young men. 
Additionally, data on gender differences among the nonactive reveal that young 
women have significantly: (1) higher factual AIDS knowledge; (2) lower perceived 
susceptibility for risk; (3) higher predicted situational condom use efficacy; and (4) higher 
predicted sexual assertiveness skills for both partner communication and condom use, than 
young men. 
Hypothesis Five: Sexually Active Versus Nonactive Group Differences . As 
predicted in the fifth hypothesis, group differences were found between sexually active and 
nonactive adolescents across all domains of interest. Cognitively, nonactive teens reported 
significantly higher factual AIDS knowledge, and significantly lower misconceptions about 
AIDS. No group difference was found specific to AIDS transmission knowledge, with both 
groups reporting moderate knowledge regarding AIDS transmission. Interestingly, 
perceived AIDS knowledge also had a nonsignificant group difference, with both groups 
perceiving their AIDS knowledge as fairly high. Nonactive teens also reported significantly 
lower homophobia, and perceived their susceptibility for risk as lower than sexually active 
youth. Behaviorally, nonactive youth had significantly lower substance use and abuse and 
lower partner and self AIDS risk histories than sexually active youth. These findings are 
not surprising, since the majority of these variables were found to be significant AIDS risk 
predictors within the second hypothesis, therefore it is understandable that sexually 
nonactive youth would have more desirable mean scores. 
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As might be expected, when comparing sexually active youths' reported actual 
behavior to the nonactive youths' estimated or predicted behavior, the latter group fared 
well in all areas. Nonactive youth predicted their condom use efficacy as higher, and 
predicted their assertiveness skills for partner communication and condom use to be higher 
than actual behavior reported among sexually active teens. Such firm convictions of 
predicted behavior on the part of nonactive youth provided for interesting debates with 
focus group participants when challenged by sexually active teens. More often than not, 
sexually active youth denounced nonactive teens' seemingly innocent perceptions and 
suggestions, replying, "That's what I thought, too, until I was in that situation ." 
Interestingly, such challenges enticed sexually nonactive focus group participants to come 
up with, as one participant put it, "more realistic," solutions to posed dilemmas, as they 
"never thought about" several confounding variables. Questionnaire responses might have 
been "more realistic," if sexually nonactive focus group participants completed measures 
after attending discussion groups, rather than before. 
Analyses of group differences among the sexually active youth between "safe," or 
consistent condom users, and "unsafe," or inconsistent or no condom use, were undertaken, 
although no a priori predictions were made . Group differences were found only within the 
attitudinal domain, with all three subscales being significant. Safe youth perceived their 
susceptibility for risk as lower, had higher situational condom use efficacy, and had lower 
homophobia than the unsafe adolescents . No significant differences were realized with 
cognitive components, with both groups reporting high factual AIDS knowledge, moderate 
transmission AIDS knowledge, moderately low AIDS misconceptions, and accurately 
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perceiving their AIDS knowledge to be fairly high. Similarly, no group differences were 
found with sexual assertiveness skills, with both safe and unsafe youth having moderate 
indicators for both partner communication and condom use . Nor were group differences 
found with substance use and abuse, which were both moderately low. Both groups were 
similar with low partner-risk histories, and moderately low risk histories for self. 
Nevertheless, given the extremely small number of youth in the "safe" category (n = 6), 
interpretation of safe versus unsafe results should be cautioned . 
One insight provided with the attitude differences between the safe and unsafe 
sexually active youth is a potential linear association between consistent condom use, across 
varying circumstances, and low perceived susceptibility for risk. Specifically the avoidance 
of risky situations is likely increased and one's perceived susceptibility for risk is likely 
lowered based primarily on the consistency of using condoms. Thus these safe participants 
are less apt to be concerned about potential exposure experiences and hold the attitude that 
they can protect themselves given their consistent behavioral history. The lower 
homophobia among consistent condom users, compared with unsafe teens, might also be 
partially explained by the former group having a more accurate perception of personal 
vulnerability and potential risk with regard to sexual situations; thereby taking appropriate 
precautions. The safe youth would be less likely to attribute AIDS to be "a gay disease," 
and be Jess likely to feel a need to avoid homosexuals as a basis to reduce risk of 
contracting AIDS. 
In summary, the fifth hypothesis was supported. Sexually nonactive youth had less 
risk for AIDS than active youth, evidenced by: (1) higher factual AIDS knowledge; (2) 
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lower AIDS misconceptions; (3) lower perceived susceptibility for risk, or higher ability to 
avoid risky situations; (4) lower homophobia; (5) lower substance use and abuse; (6) lower 
self and partner-risk histories; (7) predicted their situational condom use efficacy to be 
higher; (8) and predicted their sexual assertiveness to be higher, than sexually active youth . 
Additionally, differences were found between the sexually active safe and unsafe 
groups, where the unsafe youth had: (1) higher perceived susceptibility for risk, (2) lower 
situational condom use efficacy; and (3) higher homophobia than the safe, or consistent 
condom users . 
Interaction Effects Among Risk Predictors . Interaction effects between gender and 
sexual activity were found with several risk predictors . AIDS misconceptions appear to be 
highest for sexually active youth, particularly young men, and lowest for nonactive youth, 
again, more so for young men. Perceived susceptibility for risk was also a function of 
gender and sexual activity, being highest for sexually active youth, with young men 
reporting the highest perceived risk susceptibility . Likewise, homophobia was highest for 
young men, within both the sexually active and the nonactive subgroups . It may be that 
having fewer misconceptions about AIDS, low homophobia, adequate self-confidence to 
avoid risky situations, and low perceived risk susceptibility, all assist in the decision-making 
process of postponing sexual activity. Furthermore, young women may surpass young men 
in these abilities, having more desirable knowledge and attitudes . 
Behaviorally, several interactions were found between gender and sexual activity . 
Young men typically had higher substance use and abuse than young women, particularly 
sexually active young men. Further, sexually active youth had significantly higher substance 
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use and abuse than sexually nonactive teens. As pointed out in the second and fourth 
hypotheses, several associations have been made between substance use and sexual activity, 
and typically young men have higher frequencies and intensity of both behaviors . 
Sexual assertiveness skills for both partner communication and condom use, as well 
as high risk histories for both partner and self, were a function of gender and sexual activity. 
Given that sexually nonactive youth had negative risk histories, the latter two variables seem 
rather immaterial. As mentioned briefly above, a complete reversal of the sexual 
assertiveness skills deserves some attention. It appears that sexually nonactive young 
women have clear perceptions of their abilities at a fairly young age, where their male 
counterparts are more hesitant in giving themselves full credit for predicted sexual behavior. 
Yet, once sexually active, young women appear to lose abilities they once were sure they 
would have, while young men maintain a relatively stable outlook from nonactivity to 
becoming active . One explanation may be the importance young women place on 
maintaining the relationship, mentioned in the first hypothesis . The marked change in the 
sense of self, confidence in beliefs and abilities in preadolescent young women in the context 
of relationships has been noted with regard to gender role stereotypes and the potential 
effects of differential socialization in the interpersonal realm (e.g ., Gilligan, 1979, 1982; 
Miller, 1986; Stern, 1990). Developmental feminist theorists have described the extreme 
importance women place on relationships, particularly in adolescent development, and the 
major conflict women face when entering adulthood in Western culture, " ... the deeply 
knotted dilemma of how to listen both to herself and to the tradition, how to care for herself 
as well as for others ... " (Gilligan, Rogers, & Brown, 1990, p. 328) . Thus, sexually 
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nonactive young women may easily believe their own welfare is primary, until faced with 
the dilemma of pleasing a partner at the risk of one's own safety. 
Overall, gender and sexual activity interactions were found with: (1) AIDS 
misconceptions ; (2) perceived susceptibility for risk; (3) homophobia; (4) substance use and 
abuse; ( 5) risk history for self: and ( 6) sexual assertiveness for both partner communication 
and condom use . 
Stages of Change for Current and Predicted Condom Use . Utilizing the 
Transtheoretical Model of behavior change (see Prochaska , & DiClemente , 1983, 1984; 
Prochaska, DiClemente , & Norcross , 1992; Prochaska, et al., 1994), youth were staged for 
their readiness for consistent condom use in the present, as well as predicted condom use 
six months in the future . The four stages of change, Precontemplation , Contemplation , 
Action and Maintenance , represented progressive consistent condom use, from "no use," 
" sometimes using," "started always using in the past six months," and "started always using 
over one year ago," respectively. Similarly, youth predicted their stage for condom use in 
the next six months, from "no use," " sometimes using," "plan to start always using," and 
"already always use condoms ." 
Half of the sexually active adolescents reported they were currently in the 
Contemplation stage for condom use, while over 30 percent claimed to be either in the 
Action or Maintenance stages . However , comparisons with sexual behavior reports during 
the past year in matrix format revealed that 41 percent of sexually active youth had 
inaccurately staged themselves in the more advanced stages, which were not reflective of 
their actual condom use behavior . Interestingly , when adolescents were asked to rate 
219 
themselves for AIDS risk on a 5-point scale, the inconsistency and inaccuracy in risk and 
behavior prevailed, with nearly 3 9 percent of sexually active unsafe youth claiming to be 
"no risk" (see Table 34). Thirty sexually active youth incorrectly rated themselves in both 
areas. Other researchers have noted reported condom use among adolescents may be 
inflated by what is perceived to be socially acceptable answers (Cates, 1991), which is one 
possible explanation for this finding. It appears that sexually active youth may be more 
naive, less realistic or less accurate about assessing their behavior , and erroneously 
categorize themselves in more favorable light, or perhaps are simply providing socially 
acceptable responses . 
With regard to predicted condom use in the next six months, the Action stage 
received the largest growth in figures with nearly a four-fold increase (12 to 47), according 
to adolescents' reports . Overall, 60 percent of sexually active youth reported they would be 
in either the Action or Maintenance stages within the next six months . However, these data 
are highly inflated due to adolescents' staging inaccuracies mentioned above. Adjusting for 
inflated predictions and stage-skipping , based on reported sexual behavior, the majority of 
sexually active youth would move only to the Contemplation stage in a six months period, if 
progression and not regression was realized . At best, only 40 percent of sexually active 
youth would move into the two advanced stages, joining the 5 percent already in Action and 
Maintenance. 
No gender differences were found with staging inaccuracies for current condom use, 
where 27 young men and 25 young women placed themselves in stages which reflected 
more desirable behavior than what they reported in matrix format. On the extreme end, 
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three young men, and one young woman whose behavior depicted "never" using condoms , 
placed themselves in the most desirable stage, Maintenance (see Table 48) . 
Summarizing findings for current and predicted condom use staging among sexually 
active adolescents: (1) an optimistic bias was realized with teens' reports , with 41 percent 
inaccurately staging themselves in more desirable stages than their reported behavior 
demonstrated; (2) no gender differences were found with staging inaccuracies for current 
condom use; (3) a four-fold increase in the Action stage was reported by youth in a six 
month period for predicted condom use; and (4) based on adjustments for inaccuracies and 
accommodating for stage-skipping , only 45 percent of the sexually active adolescents would 
be in the Action and Maintenance stages of condom use in six months time, if no stage 
regression was realized . 
Risk Variables in the Context of Stages of Change for Condom Use . Differential 
risk by stage generally showed what might be expected , that is, higher stages earmarked the 
most adaptive behavior, and coincided with reported adaptive behavior among sexually 
active youth. Teens' reported levels were utilized in analyses of staging variables rather 
than adjusted figures mentioned above, due to inability to distinguish whether staging or 
behavior reports were inaccurate . However, it is important to keep in mind the 41 percent 
discrepancy between youth's staging and behavior. 
For current condom use, participants in the Maintenance stage had significantly 
lower AIDS misconceptions , higher situational condom use efficacy and higher condom use 
assertiveness skills, than those in the Contemplation stage . These findings are consistent 
with the Transtheoretical Model. However , with respect to overall AIDS risk, based on 
221 
number of sex partners and number of occasions of unprotected sex, results were contrary 
to the Transtheoretical Model's progression of stages. Sexually active youth rating 
themselves in the lowest stage, Precontemplation, for current condom use, fared 
significantly better than youth in the second stage, Contemplation, having a lower AIDS risk 
composite score . Thus, youth reporting themselves in stage two in the Transtheoretical 
Model had riskier behavior than teens remaining in the first stage . This contrary finding 
may be explained simply with inflated figures by virtue of inaccurate staging, as nearly 15 
percent of youth rating themselves in the Contemplation stage had reported "no condom 
use," which is more accurately defined as Precontemplation . 
For AIDS misconceptions clear differences were noted between stages two and 
four; however, adolescents in Precontemplation had fewer misconceptions than adolescents 
in the middle stages (see Table 49). It appears as though misconceptions may temporarily 
rise with the progression of condom use, and then be dispelled as condom use becomes 
more consistent. Similarly, both situational condom use efficacy and condom use 
assertiveness followed the same pattern, with a temporary regression from stage one to 
stage two, and becoming more stable with condom use consistency . It may be that once 
teens decide to make a behavioral change, moving from "no condom use" to "sometimes 
using," they find it more difficult to use condoms in some situations, and have trouble 
successfully asserting themselves all the time. Another explanation for these temporary 
regression findings may well be youths' inaccurate staging of current condom use behavior . 
Gender differences were found for predicted condom use staging, thus separate 
analyses were undertaken which are discussed more fully in the following section. 
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In summary, staging for current condom use followed the Transtheoretical Model's 
successive stages for three risk variables, but was contradictory with one risk variable . 
Results among sexually active adolescents showed: ( 1) those rating themselves in the 
Maintenance stage had lower AIDS misconceptions ; higher situational condom use efficacy; 
and higher condom use assertiveness skills than those rating themselves in the 
Contemplation stage; and (2) those in the self-rated Precontemplation stage had lower 
AIDS risk, as defined by number of sex partners and unprotected sex occasions during the 
past year, than those in the Contemplation stage . 
Gender Differences in Stages of Change for Condom Use . Gender differences in 
staging variables were noted only with regard to predicting condom use, and not for current 
condom use stages . Findings conformed to the Transtheoretical Model's progressive stages 
of change for both sexually active young men and young women . Sexually active young 
men in Maintenance significantly exceeded those in Contemplation for situational condom 
use efficacy. Similarly, sexually active young women in the Maintenance stage exceeded 
those in the Action stage for situational condom use efficacy. 
Sexually active men revealed a linear progression of situational condom use through 
the four stages (see Table 50) . Young women, however , reported a stage regression 
pattern, from stage one to stage two , before predicted condom use improvement was 
realized ( see Table 51 ). Thus, the instability of using condoms in various situations referred 
to above may be more persistent with young women than young men. This coincides with 
qualitative data reported by young women regarding condom use, that is, there are too 
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many confounding variables (being the man' s responsibility, partner pressure , emotional 
factors , negative consequences, etc .). 
The coinciding of situational condom use efficacy with predicted condom use for 
behavioral change suggests that youth may be focusing more on mood, partner pressure, 
and substance use with regard to condom use, rather than on successful assertiveness skills. 
Sexual assertiveness skills for condom use across predicted stages in six months revealed 
moderate high, fairly consistent mean scores for young men, and an unexpected U-
distribution for young women . Interestingly , some young women who reported moderately 
high current condom use assertiveness skills predicting themselves to be in either 
Precontemplation or Maintenance in six months , the two stages at each end of the 
behavioral change continuum . Young women with current mid-ranged assertiveness for 
condom use predicted themselves to be in the middle stages , or Contemplation and Action, 
in six months time. One explanation for the nonsignificance of condom use assertiveness 
may be young men' s seemingly stagnant stance, and young women ' s stage regression which 
may be highly dependent on their partner's motivation for condom use . 
Summarizing gender differentials for predicted condom use staging: (1) for sexually 
active young men, those in the Maintenance stage had higher situational condom use 
efficacy, than those in Contemplation ; and, (2) for sexually active young women, those in 
the Maintenance stage had higher situational condom use efficacy than those in Action . 
Other Qualitative Topics Investigated 
Adolescents provided feedback in discussion format regarding the psychosocial 
impact of societal dilemmas and suggestions for intervention and prevention for teenagers . 
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These topics were not covered, or associated with risk predictors within the questionnaire 
constructs, but deserve some mention. 
Psychosocial Dilemmas. Youth discussed and debated three societal issues with 
respect to AIDS: insurance, segregation, and pregnancy. The intent was to promote 
awareness oflegal, ethical and moral repercussions of the AIDS pandemic. Adolescents 
were asked to generate potential solutions, although it was stated at the onset that it would 
not be an easy task. Whenever possible, role reversal and hypothetical personal factors 
were added to examine potential changes in perspectives and associated responses. 
In the first dilemma, youth were asked about their position on whether insurance 
companies have the right to drop clientele infected with AIDS due to the high cost of 
maintenance. Nearly all replied that this would be unfair practice. However, when a 
personal stance was taken, and participants were asked to imagine themselves as president 
of an insurance company about to go bankrupt, youth continued to have difficulty justifying 
dropping infected clients but provided some solutions. Most solutions entailed raising rates 
for the rich and lowering rates for the poor, providing time-limited coverage, or having "the 
state help out." Others suggested recommending other insurance companies, or splitting 
coverage between two companies. One 14-year-old young man stated, "if they got a job 
they should be able to deduct it from their paycheck or something," and a 15-year-old 
young woman decided to move funds around, "what about all that money in research, why 
can't we take some of that money and put it into funding for people with AIDS ... you can't 
spend all the money on trying to find a cure." These findings clearly reveal youth' s 
unawareness of the financial burdens realized as a consequence of the AIDS pandemic. 
225 
_..L.,, ....... _.._..,,...,... ,_...,.,-----------------------------------·· --
In the second dilemma, students were asked to provide positive and negative points 
about segregating infected individuals. When "individuals with AIDS" were strangers, 
many younger teenagers replied segregation was a good idea to reduce the spread of 
infection, although the majority immediately personalized the situation, and discussed the 
negative aspects of separating families, and "feelings." Some differentiated individuals by 
infection mode, those who acquired AIDS via blood transfusion "was not their fault," and 
therefore should not be segregated, but for others "it's their fault, so they should be 
isolated ." Researchers have noted that knowledge about AIDS is improving among youth, 
but misconceptions and negative biases are still prevalent , particularly toward certain 
afflicted groups. In one study, 45 percent of the students believed that homosexuals and 
intravenous drug users were "getting what they deserve" (Steiner, Sorokin, Schiedermayer, 
& Van Susteren, 1990). This finding was evident within focus groups conducted, with 
approximately 10 percent of verbal responses . However , information based on a national 
probability sample indicate that misconceptions are more common among the less educated 
and in areas where AIDS is more prevalent (McCaig, Hardy, & Winn, 1991). Thus focus 
group participants' misconceptions may be based on less education , since AIDS prevalence 
was fairly low in their locale. 
When "individuals with AIDS" were defined as close friends or family members, 
older participants held consistent opinions, typically discussing the unfairness of 
segregation, while younger teens changed their views. Youth 13- and 14-years-old stated 
they would "protest ," "kidnap ," "fight for," or "hide," friends and family members from 
segregation , with some of these teens being the same ones who were for segregation when 
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the individual was identified as a stranger. Results from these discussions provide some 
insight to the progression of moral development. Older adolescents appeared to apply 
moral decisions consistently, in the name of "fairness," while younger counterparts ignored 
or had difficulty rationalizing differing solutions for strangers and personal acquaintances . 
In the last posed dilemma, group participants debated the issue of pregnant women ' s 
rights versus rights of the unborn . Adolescents were briefed about new medications that 
have potential to greatly reduce the likelihood of infection for an unborn child to an infected 
mother (e.g., CDC, 1994h, 1994i). Adolescents were asked whether forced testing and 
medication was right or wrong, and based on whose rights . Inconsistencies were noted in 
youth's responses, particularly in the manner in which the question was asked. For 
instance, many group members stated the pregnant woman should be forced to be tested 
and take medications, and then responded that the woman's rights should be of utmost 
concern . In other groups the reverse was observed , women ' s rights were emphasized, but 
the baby should be priority . Several evaded confrontation of contrary responses , simply 
stating "well, I would ," "it depends ... " ( on degree of sickness or how old the pregnant 
woman was) or brought in issues of denial, "everybody always thinks, 'Oh it would never 
happen to me."' The "it could never happen to me" rationalization , has been noted 
elsewhere in the literature, as a particular denial characteristic of adolescence and risk 
taking behavior (Brookman, 1990; Cates, 1991; Irwin, 1990), and with risk-taking among 
emotionally disturbed adolescents (DiScipio, 1994; Katz, Mills, Singh, & Best , 1995). One 
13-year-old young woman who was adamant about women ' s rights during the onset of 
discussion, suggested towards the end, "if she doesn't want it or stuff like that, they should 
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just do it like without telling her, life for the baby, and just tell her it' s another test." 
Interestingly, in a survey of 200 hospital based pediatricians , most believed that high-risk 
newborns should be screened regardless of maternal consent, based primarily on increased 
pregnancies among adolescents (Bhushan & Cushman, 1995). These findings revealed a 
distinct confusion for adolescents about women's rights, having a "firm but flexible" stance, 
often not realizing they were contradicting themselves in the process . 
Adolescents' Suggestions. Focus group participants were eager to provide 
suggestions for intervention and prevention strategies targeted at their own age group . 
Providing education was most frequently discussed, primarily with extensive elaboration on 
giving youth information at younger ages . Several participants voiced dissatisfaction with 
the current health class curriculum, learning very little beyond basic physiology in junior 
high school. Not enough was being taught and what was being taught, was addressed too 
late. Other researchers note the pattern of barely addressing sex education in junior high, 
"Students may learn, for example, about the physiology of sex, but that knowledge seldom 
alters their sexual behavior and attitudes " (Flora & Thoresen, 1988, p. 967) . This appears 
to be typical for the majority of school systems; however topics covered tend to vary by 
grade, geographic location , parent involvement, school system, etc . (see Holtzman, et al., 
1992, for a review). It has been argued that a developmentally sound, effective childhood 
education program should tailor its pace with children's developing sense of control and 
ability to understand and master healthy behaviors (Whitt, 1995). 
Issues around accuracy of information were raised, as many teens stated they had 
received inaccurate information from parents, siblings and friends, due to ignorance, fear, or 
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misinformation . Educating parents was also suggested, however the majority stated they 
could not or would not speak with parents about sexual issues. Brock and Beazley (1995) 
found that parents who were not involved in an "at-home" sexuality education program for 
youth were less confident their children wanted to do activities with them ; less sure of their 
children's desire to talk with them about sex-related issues; and, were less certain that their 
AIDS knowledge was current, than parents who were involved. Shoop and Davidson 
(1994) found that youth who had discussed general sexual issues with parents felt more 
competent to talk about AIDS with sex partners. Thus, educating and involving parents 
may be crucial for early prevention methods, especially showing promise toward increasing 
the lines of communication about sexuality. Finally, some group participants desired 
optional discussion groups like the one they were currently involved in, because "classes are 
boring." All participants stated that providing information would not be perceived as 
condoning sexual activity, because "it's much worse not to tell kids," "they'll do it [have 
sex] anyway." 
The second most popular suggestion was having a "real" person with AIDS talk 
with them, with strong emphasis on "real." Preferably, an individual their age, would have a 
significant impression, according to teens, and more so if the infected speaker was 
heterosexual. Ideally, the more the speaker was similar to the audience, the higher the 
impact. Along these lines, peer education was discussed positively, as most adolescents 
were currently receiving their information from friends, and were more likely to discuss 
personal, sexual matters with peers than adults . Use of peer educators has been suggested 
as a useful method of intervention and prevention for adolescents elsewhere (Black & 
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Jones, 1988; Mellanby, Phelps, & Tripp, 1992; Rickert, Jay, & Gottlieb, 1991; Stevens-
Smith & Remley, 1994; Sunwoo, et al., 1995). 
The third most popular suggestion was distribution of condoms, which again, was 
emphasized as not condoning sexual activity. Adolescents admitted to embarrassment in 
purchasing condoms, but felt condoms would be used if available in bathroom dispensers, or 
the like. Fourth, teens thought use of media would be helpful, through pamphlets, 
billboards, television, books, radio and movies. Some data indicate that exposure to media 
information is associated with lower fears of homosexual persons (Ross & Carson, 1988); 
however, another study reported only marginally effective changes in AIDS-related 
attitudes following an AIDS Awareness Week (Dommeyer, Marquard, Gibson, & Taylor, 
1989). Regarding television media, one study found that youth who viewed television 
shows with high sexual content were more likely to engage in sexual activity than those 
who did not view such shows (Brown & Newcomer, 1991). Thus content of media 
presentation appears relevant. Utilization of famous people such as Earvin "Magic" 
Johnson, was viewed as helpful, and would capture the attention of adolescents, according 
to group discussants. This latter suggestion has been supported in the literature, where 
increased interest in AIDS resulted from celebrity self-disclosure, and was greatest among 
African-American men with reference to Magic Johnson (Kalichman, Russell, Hunter, & 
Sarwer, 1993). In a similar study conducted in Maryland recently, the greatest behavioral 
impact found among 283 study participants after Magic Johnson's HIV-infection 
announcement, was on the number and type of sex partners rather than on condom use, 
with a trend toward fewer "one night stands" for young adolescents (CDC, 1993a). 
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Finally, a small percentage discussed "finding a cure," counseling, mandatory 
testing, and "giving people more self-esteem ... , to know what to do." The issue of 
acquiring self-esteem was most frequently raised in a separate discussion on how sexual 
assertiveness could be acquired . Young women, especially, associated self-esteem with the 
ability to assert oneself sexually. Other researchers found that assertiveness training with 
young women increased self-esteem scores with educational situations (Stake, De Ville, & 
Pennell, 1983); but this finding may differ by ethnicity and adolescent development 
(Rotheram-Borus, 1990); thus more research is needed in relation to assertiveness and self-
esteem. 
Suggested Intervention and Prevention Strategies 
The present findings indicate that most adolescents who are sexually active are not 
using condoms despite having fairly high knowledge, suggesting that educational efforts 
must move beyond solely conveying knowledge . Further, findings show that adolescents 
are in need of interventions that help to promote awareness of personal risk, as they 
reported many inconsistencies with their own behavior . The present study also confirms 
previously mentioned trends from longitudinal studies (DiClemente, 1989, 1990) of 
increased sexual activity, initiated at earlier ages, with increased number of sex partners . 
Youth need to increase their awareness of true risk; increase their abilities to obtain and use 
condoms properly; increase negotiation skills with sex partners; and increase personal 
commitment to use condoms consistently . Proper use of condoms is essential, as they are 
typically used incorrectly by adolescents (y./emer & Biro, 1990). Moreover, sexually active 
young women are at a higher risk for infection, than: ( 1) sexually active adult women, due 
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to biological susceptibilities in the developing cervix (Bowler, Sheon, D' Angelo, & 
Vermund, 1992; Brooks-Gunn, 1988; Cates, 1991; Ostergard, 1977; Moscicki, Winkler, 
Irwin, & Schachter, 1989); and (2) men, in general, because HIV is presumed to be more 
prevalent among partners of heterosexual young women (Smith, McGraw, Crawford, 
Costa, & McK.inlay, 1993); and transmission is acquired more efficiently from man to 
woman than vice versa, due to biological constraints (Friedman & Klein, 1987; Padian, et 
al., 1987; Padian, Shiboski, & Jewell, 1991). Intervention and early prevention must 
address these concerns . 
The Educational Domain . Evident from results in the current study, the majority of 
youth are sexually active, practicing risky behaviors, and only contemplating behavior 
change. From the perspective of the Transtheoretical Model, moving adolescents from 
Precontemplation to Contemplation, and from Contemplation to the Action stage of 
behavior change may require proper, thorough, education prior to building competence 
skills, in order to increase motivation. Educators should emphasize the growing 
susceptibility of adolescents to infection, and that HIV and some STDs can be 
asymptomatic. Additionally, educators should correct commonly held misconceptions, that 
HIV cannot be transmitted by insects, that healthy people cannot be identified by 
appearance, and that no cure exists although some drugs may be successful in prolonging 
the lives of those who are HIV-positive . A key concern of health education is to make 
adolescents aware that there are risks associated with many of the behaviors in which they 
engage (Jessor, 1991), and to provide accurate information, dispel myths, and avoid fear-
arousing messages which can be counterproductive (DiClemente & Houston-Hamilton, 
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1989; Herold, Fisher, Smith, & Yarber, 1990; Siegel, 1993; Sy, Richter, & Copello, 1989; 
Visser & Ketting, 1994). Fear-arousing messages, or scare tactics, and "just say no" 
campaigns have been found to increase alcohol consumption in sexually active teens 
(Harvey & Spigner, 1995). It has been extensively noted that informational efforts alone 
will not change behavior, but some evidence exists that high school students who had high 
levels of HIV knowledge are less likely to have multiple lifetime sex partners or have 
injected illicit drugs (Holtzman, Lowry, Kann, Collins, & Kolbe, 1994; Holtzman, et al., 
1991), report lower intention to engage in such behavior (Jemmott, Jemmott, & Fong, 
1992), and have a greater tolerance of AIDS patients (Brown, Fritz, & Barone, 1989), 
supporting the importance of acquiring an accurate knowledge base. 
Additionally, use of peer-led, versus adult-led, AIDS education programs may prove 
to be highly beneficial in promoting knowledge gains and appropriate attitude changes ( e.g., 
Rickert, Jay, & Gottlieb, 1991; Remafedi, 1994; Stevens-Smith & Remley, 1994). 
Education and enlightenment from people with AIDS has also been noteworthy in capturing 
youth's attention, and personalizing the potential risk (Sunwoo, et al., 1995), and was 
suggested as being helpful among focus group participants. Health professionals have also 
been targeted as significant informants for AIDS (Braverman & Strasburger, 1995; Gruber 
& Changers, 1987; Kaplan & Schonberg, 1994; Lyons, Sheridan, & Larson, 1989; Nutbeam 
& Blakey, 1990), and that teenagers overwhelmingly preferred to learn about AIDS from a 
physician (Manning & Balson, 1989). Since adolescents are less likely to have access to 
health care, use of comprehensive, disease-prevention programs, especially school-based 
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programs, which provide informational resources, counseling, support and reproductive 
health services, are sorely needed for youth (CDC, 1993d). 
Beyond providing information, and encompassed in the educational domain, is the 
controversy of program emphasis, more particularly, abstinence versus safe sexual practices . 
This issue deserves special attention . 
Promoting Abstinence Versus Safe Sexual Behaviors. Many parents assert that the 
promotion of condom use to prevent HIV infection appears to be condoning sexual 
intercourse outside of marriage among adolescents . Adolescents disagree . Research 
findings have also supported the contrary . This controversy deserves much attention, as 
school administrators, educators, and parents of school youth involved in the current study 
were not easily convinced, despite the amount of supportive evidence contrary to their 
beliefs. Recent data indicate that African-American adults in rural areas were 50 percent 
more likely than Caucasians to support public school-based, comprehensive adolescent 
health programs, including services for pregnancy testing and treatment of STDs; however, 
they were only half as likely as Caucasians to approve of sexual experimentation by youth 
(Homer, Kolasa, Irons, & Wilson, 1994). It appears as though local community attitudes 
are important regarding health curriculums . Nonetheless, information is frequently 
requested . 
Christopher and Roosa (1990) utilized a quasi-experimental pretest-posttest control 
group design with 191 participants and 129 controls (mean age 12.8 years) . The "Success 
Express" abstinence promotion program was conducted at eight sites, with results finding 
participants increased their mean sexual interaction level between time 1 and time 2, while 
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controls did not. To determine whether the abstinence program would work better for 
youth who have not yet experience sexual intercourse (as hypothesized by Olson, 1987, 
cited in Christopher & Roosa, 1990), nonvirgins were removed from the analyses. Even 
after removal of nonvirgins, participants, but not controls, reported a significant increase in 
sexual behaviors in programs that stressed abstinence as the only alternative . These 
researchers concluded that sex education programs that rely on teaching refusal skills alone 
do not achieve their aims (Christopher & Roosa, 1990). Goodson and Edmundson (1994) 
did a content evaluation on an abstinence-based sexuality education curriculum called "Sex 
Respect." Results showed that the program omits basic content, and included 
misinformation, especially in areas of reproductive health and human sexual response. 
These researchers concluded that the program fails to meet professional standards as a 
comprehensive sexuality education curriculum (Goodson & Edmundson , 1994). 
Unfortunately, many states continue to promote abstinence as the single option, without any 
mention or emphasizing safe sex (Bowler , Sheon, D' Angelo, & Vermund, 1992). 
Two other programs in the United States showed sizable reductions in the 
pregnancy rates among urban, lower class, predominantly African-American youth (Zabin, 
Hirsch, Smith, Streett, & Hardy, 1986; Zabin, et al., 1988). One program consisted of an 
in-school program, class presentations, discussion groups, individual counseling, and an 
after-school clinical which provided free education intervention, medical examinations, 
counseling and contraceptives. A 3-year evaluation revealed that participants delayed first 
intercourse, started using effective contraception earlier in sexual activity, and significantly 
reduced their pregnancy rate by 30 percent, while controls experienced a 57 percent 
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increase. Vincent, et al. (1987) conducted a program with a similar population which 
provided teachers with courses in sex education, and implemented a community-wide 
curriculum that integrated sex education within present courses, kindergarten through grade 
12. Secondary to emphasizing abstinence, was to promote consistent condom use to those 
who chose to be sexually active. Results showed pregnancy rates declined from 54 .1 per 
1000 young women to 25 .1 within five years, while comparison data indicated controls 
experienced large increases in pregnancy rates (Vincent, Clearle, & Schluchter, 1987). 
Recent data from Switzerland suggest that public education campaigns that promote 
condom use can be effective without increasing the proportion of adolescents who are 
sexually active (Dubois-Arber, Jeannin, & Zeugin, 1992; Hausser & Michaud, 1992). From 
January, 1987 to October, 1991, self-reported consistent condom use among individuals 
aged 17 to 30 increased from 8 to 52 percent in association with the Switzerland campaign 
(Dubois-Arber, Jeannine, & Zeugin, 1992); in contrast, the proportion of adolescents (aged 
16 to 19) who had sexual intercourse did not increase over the 3-year study period (Hausser 
& Michaud, 1992). Other researchers report success of a skills training group where 
participants had a reduction in unprotected sex, increased condom use, and displayed 
increased behavioral skills to a greater extent than youth who received information alone 
(St. Lawrence, et al., 1995). 
The CDC (1994c) reported the WHO's findings regarding the same issue with 
reference to sex education, where "no study revealed evidence of sex education leading to 
earlier or increased sexual activity among young people" (p. 6). Furthermore, the WHO 
reported that : (1) in six studies, sex education either delayed the onset of sexual activity or 
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caused a fall in its overall extent; (2) two studies showed that access to counseling and 
contraceptives did not encourage earlier or increased sexual activity; (3) ten studies showed 
that sex education increased the adoption of safer practices by sexually active youth ; and (4) 
school programs which promoted both the postponement of sexual intercourse and the use 
of condoms were more effective than those which promoted abstinence alone, emphasizing 
that these latter programs were most effective when given before young people become 
sexually active, and when they emphasized skills and social norms rather than knowledge 
alone (CDC, 1994c). 
Lohrmann (1988) provided three reasons why programs that promote only 
abstinence fail. First , youth do not "buy it," due to contradictions in behavior they observe 
in society. Second, a position which preaches only responsible sexual behavior within the 
context of marriage alienates the homosexual population . Third, a dogmatic position on 
what constitutes acceptable sexual behavior crosses the line into the perceived domain of 
the family, while usually acceptable to parents . Nevertheless , despite compelling evidence 
to the contrary, many school districts continue to emphasize abstinence as the most 
effective strategy toward combating HIV among adolescents (Kenney, Guardado , & 
Brown , 1989); or worse , have not incorporated AIDS education into the curriculum at all 
(e.g., Calamidas, 1990). Parents of youth in public schools in New York have mixed 
feelings about condom availability in high schools. Sixty-nine percent of parents believed 
students should be able to receive condoms at school, although nearly half felt they should 
have the right to keep their children from doing so (Guttmacher , et al., 1995). 
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The fear that sex education would promote early sexuality is largely unfounded 
(Furstenberg, Moore , & Peterson, 1986; Zelnik & Kim, 1982, both cited in Brooks-Gunn & 
Furstenberg, 1989; see also, Marsiglio & Mott, 1986; Moore, Furstenberg, & Peterson, 
1986, both cited in Brooks-Gunn & Furstenberg, 1990). "Sex education leads not to more 
sex but to more responsible sex" (Des Jarlais, et al., 1990, cited in Hein, 1993, p . 4). U.S. 
Surgeon General Koop stated, "You can' t teach kids about AIDS unless they know about 
their own sexuality" (Koop, 1990, p. 82) . Despite the remote chance of sex education 
resulting in increased sexual activity (Olsen & Weed, 1986; Weed & Olsen, 1986), 
educators and parents must ask where the greater threat lies: in teaching adolescents how 
to avoid AIDS infection at the risk of promoting increased sexual activity, or in not teaching 
them about AIDS and how to avoid it, thus allowing a sizable number of teens to risk? 
Quantitative and qualitative evidence compiled in the current study support findings that 
educational efforts which promote both postponement of sexual activity and safe sex 
practices would be effective in combating adolescent HIV-infection. 
Empowerment. Further efforts towards risk reduction include empowerment for 
assertiveness, and self-efficacy to exercise control in various sexual situations, such as 
communication about sexual matters and protective methods to ensure condom use . 
Importantly, the complexity of sexual situations, emotional states , and contextual factors 
which can potentially undermine IIlV-preventive intentions, must be considered, especially 
for adolescent young women (Abraham & Sheeran, 1994). Results of the present study 
support past research that self-efficacy may be linked to sex risk behaviors (e .g., Bandura , 
1990, 1992; Jemmott & Jemmott , 1992; O'Leary, 1985; Quina, Harlow, Morokoff, & 
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Saxon, in press; Stevens-Smith & Remley, 1994), which may be important in empowering 
individuals to take control of their situation . 
Globally, two thirds of the projects targeted at HIV preventive efforts emphasize 
explicitly or implicitly on the empowerment of women , often through assertiveness training, 
learning how to negotiate safe sex, and initiating use of the female condom (WHO, 1994b). 
At the heart of these activities is the growing awareness of the need to train women to 
negotiate safer sex with their partners ; however to do so, often suggests a partner's 
infidelity, and may even invite violence. Results of workshops conducted by the WHO 
( 1994b) have pointed out that adolescence is experienced differently by young women and 
men, and that women are typically placed in a subordinate role, emphasizing a need to teach 
negotiating skills, and safe options . Offering women the increased possibility of ensuring 
self-protection through use of the female condom is promising. The safety and effectiveness 
of the female condom, when used appropriately , have been established in several pre-clinical 
and clinical studies (e .g., Drew , Blair, Miner, & Conant, 1990; Leeper & Concardy , 1989; 
Soper, Brockwell , & Dalton, 1991), and its acceptability to significant proportions oftest 
groups of sexually active women and their partners has been repeatedly demonstrated (e.g., 
Bounds, Guillebaud, Stewart, & Steele, 1988; Ortiz, Kauman, Uribe , Decaso , & 
Hernandez-Avila , 1992; Tansathit , Thawatchai, & Cheevak:ej, 1990). 
Skills-Building. In addition to education, and accessible resources , youth need to 
acquire, practice , and generalize safe behaviors . Emphasis on condom use is crucial for 
those who are sexually active, and more importantly , instruction on communication skills 
and on how to negotiate safety with a potential sex partner. The issue of proper instruction 
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has been raised in past research regarding interpersonal obstacles to condom use (e.g., 
Boyer & Kegeles , 1991; Cohen, Dent , & MacKinnon, 1991; Fisher & Fisher, 1992; 
Franzini, Sideman, Dexter , & Elder, 1990; Kann, et al., 1991). Other researchers have 
found that few adolescents report discussion on condom use prior to intercourse with sex 
partners, due to fears that discussion may raise questions about fidelity, moral values with 
the expectation of sexual activity, or that sex partners may assume that they are infected 
with HIV already (Hingson & Strunin, 1992). Bandura (1992) has pointed out that young 
people tend to make their risk appraisals on the basis of social and physical appearances 
which can be highly misleading, and generally do not obtain knowledge of their sex 
partner's behavioral history and serostatus of past sexual partners . This was evident in the 
present study with low sexual assertiveness skills for sexually active women , and high 
frequencies of AIDS misconceptions , particularly judging serostatus by appearance of a 
potential sex partner . Nevertheless , numerous studies have reported successful outcomes 
with comprehensive programs , school-based or otherwise, that develop social and self-
regulatory skills, self-esteem, problem-solving techniques, and promote assertiveness skills 
and peer-acceptable alternatives to resist peer group pressure , unwanted sexual advances 
and to negotiate safe sex practices (e.g ., Coyle & Loveless , 1995; Fisher, Fisher, Misovich, 
Kimble, & Malloy, 1996; St. Lawrence , Jefferson, Alleyne, & Brasfield, 1995; Kelly, 
Murphy, Sikkema, & Kalichman, 1993; St. Lawrence, et al., 1994; Stevens-Smith & 
Remley, 1994; Trad, 1994). 
One impediment to sexual assertiveness and skills-building is the effect of substances 
on attitudes and behavior. Substance use and abuse in the present study were found to be 
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significant predictors of AIDS risk, and may be related to risk, particularly by lowering 
condom use efficacy and sexual assertiveness abilities. Many findings in the literature 
indicate that substance use may impair judgment in sexual situations, interfere with self-
control and/or the ability or willingness to use condoms , and/or lower self-efficacy in 
adolescents (e.g., Bandura , 1990; Brooks-Gunn & Furstenberg, 1990; Kelly & St. 
Lawrence, 1988; Millstein, 1990). Youth need to be aware of the consequences of 
substance use, and the potential risks it poses on unsafe sexual practices. A high degree of 
parental nurturance has been found to be a significant deterrent to adolescent alcohol 
problems (Barnes , 1984), and high-risk sexual behavior was found to be more likely among 
adolescents with limited family availability, low parental support , and friends who engaged 
in problem behavior and alcohol use (Biglan, et al., 1988; Walter, et al., 1992). Both these 
findings suggest the importance of primary support systems in preventing substance use, 
substance abuse, and associated high-risk behaviors . Thus educators may need to address 
these issues by focusing on the potential effects of substance use and abuse on self-efficacy 
to negotiate condom use, and assist youth in viewing condom use as a symbol of caring for 
partners . 
Further , educators may need to elaborate on reducing anxiety by dispelling negative 
attitudes about the costs associated with condom use, particularly with young women . 
Modeling techniques may be helpful to heighten self-esteem, efficacy and assertiveness, as 
well as to convey strategies for dealing effectively with coercions and peer pressure to 
engage in risk behavior . Aside from information and motivation , AIDS-preventive behavior 
involves acquiring the behavioral skills for initiating, performing and maintaining a safe 
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status (Fisher, Fisher, Williams, & Malloy, 1994; Schaalma, Kok, & Peters, 1993). It seems 
clear that adolescents, especially young women, would greatly benefit in learning how to 
communicate with their partners about sexual matters and protection, how to deal with 
conflicts associated with such activities, and how to resist unwanted sexual advances. Such 
sexual assertiveness and empowerment in conjunction with educational efforts may be 
effective in assisting adolescents in the adoption or maintenance of HIV-preventive 
behaviors. 
Future Research Directions 
Through discussions with adolescents, it became evident that numerous potential 
variables are associated with risk behavior that were not thoroughly addressed in the current 
study. As mentioned above, young women made several references to situational contexts, 
affective needs, degree of attachment, potential personal consequences, gender role 
expectations, external pressures, social influence, and trust with regard to sexual 
assertiveness. Attitudes towards condoms and their use were also neglected . Was condom 
use low due to negative perceptions such as inconvenience, difficulty of use, discomfort, 
embarrassment in purchasing them, reduction in pleasure? Did condom use rely on self and 
partner satisfaction? What would sentiments be regarding use of the female condom, would 
a partner agree, who would have the final say? Would the female condom be viewed as a 
burden to women, or as empowering? Despite near-universal asymmetry in gender 
relations, women in different cultures have multiple roles and status, shaped not only by 
gender, but also by age, marital status, ethnicity and class. How do cultural parameters 
influence women's abilities to negotiate safe sex? 
242 
Various personality states, traits, and emotions were also evident in focus group 
participants' responses, such as love, anger, motivation, nervousness and anxiety associated 
with partner communication in sexual matters . Guilt related to sex is postulated to be 
associated with self-reported safer sex practices (Rimberg & Lewis, 1994), and was 
touched upon by focus group participants in relation to partner(s)' reactions to 
assertiveness. Affective reactions have been noted to affect attitudes toward safe behavior, 
responses to social pressure, and perceived behavior control toward safe or unsafe sexual 
behaviors (Richard, van der Pligt, & deVries, 1995). To what extent does mood influence 
safe sexual behavior? 
Social support as a factor potentially affecting attitude and behavior was mentioned 
in focus groups, suggesting another area for future research. The influence of social 
supports riegarding availability, desire, type of relationship, trust, motivation, and ability to 
confide in peers, teachers, counselors, parents, siblings and others for advice, appears to be 
connected with self-efficacy and assertiveness . Positive relationships with teachers and 
educational aspirations have been noted to improve AIDS knowledge and attitude and to 
increase safe behaviors (Slonim-Nevo, Auslander, & Ozawa, 1995), yet youth in the current 
study said they preferred to discuss such matters with peers. Perhaps they had not had a 
teacher or adult they felt they could talk to, or could trust. Stressful events may also 
influence HIV-related risk behaviors during adolescence and young adulthood (Stiffinan, 
Dore, Cunningham, & Earles, 1995), implying a need for support. Researchers found that 
youth with low social supports knew less about AIDS, had more negative attitudes toward 
condoms, were more likely to engage in casual sex, had more sex partners, and higher 
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STDs, than teens with higher supports (St. Lawrence, Brasfield, Jefferson, Allyene, & 
Shirley, 1994). Other issues likely requiring support systems may include knowing a person 
with AIDS, or having a family member with AIDS (e.g., Aronson, 1995; Levine, 1995). 
Due to ethical concerns given the sample' s age, this study did not address correlates 
of IDV-risk behavior that have been noted in the literature, particularly history of sexual 
abuse. Correlates of childhood sexual abuse and subsequent risk oflllV infection have also 
been noted among both genders, and a significant number of adolescents who are mv 
positive have sexual abuse histories (Hein, Dell, Futterman, Rotheram-Borus, & Shaffer, 
1995; Johnsen & Harlow, in press). Women who report childhood rape are three times 
more likely to become pregnant before the age of 18; while men who report childhood 
abuse have a twofold increase in lllV infection relative to unabused men (Zierler, et al., 
1991; Gutman, et al., 1991). Additionally, age of first intercourse, a previous sufoide 
attempt, and history of physical and sexual abuse have been found to be associated with 
substance use (Kirpke, Montgomery, & MacKenzie, 1993). Appropriate methods of 
obtaining such personal and potentially sensitive information have been suggested to reduce 
uneasiness (e.g., Miller, Johnson, & Johnson, 1991), and may need to be addressed in future 
research with adolescents. 
Study Limitations 
As mentioned above, there are some limitations with interpretation and use of the 
questionnaire with certain populations. Measures used with youth under age 15 for 
perceived susceptibility for risk and condom use assertiveness, with youth of color for 
perceived susceptibility for risk, substance abuse and condom use assertiveness, and with 
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youth from lower-to-middle socioeconomic class, for homophobia and condom use 
assertiveness, may be relatively unstable. The construct of homophobia may be 
questionable as to content measured, as it contains items that do not pertain to sexual 
orientation. 
Secondly, self-report measures that contain inquiries about highly personal behaviors 
are subject to both under-reporting and over-reporting. This was particularly evident with 
sexually active adolescents, for whom discrepancies were found in perceived risk level, 
condom use staging and associated reported sexual behavior. However, the questionnaire 
was designed to be anonymous to maximize accurate self-disclosure, and the majority of the 
focus group participants confirmed the anonymity was important in truthful responses. 
Further, the internal consistencies of most subscales were acceptable. Future researchers 
may need to assess adolescent sexual behaviors utilizing different or supplemental methods. 
For instance, it has been noted that self-reports of recent condom use are strongly related to 
condom possession (Smith, McGraw, Crawford, Costa, & McKinlay, 1993), and the 
anonymity and confidential feedback afforded with computer assisted methods have been 
more successful with accuracy of adolescent responses (Schneider, Taylor, Prater, & 
Wright, 1991). 
Third, retrospective measures such as those in the current study are also susceptible 
to memory errors, although none of the participants indicated having much difficulty 
recalling behaviors during the past year anonymously on the survey or feedback sheets, or 
generally within discussion groups. Fourth, as mentioned with focus group participants 
with regard to sexual assertiveness, and noted by other researchers (e.g., Donovan & 
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McEwan, 1995), the concept of sexual risk-taking has to include acknowledgment of the 
context (e.g. degree of attachment in the relationship, perceived threat to lose the 
relationship, gender role expectations, peer or partner pressure to engage in sex, etc .) in 
which sexual behavior takes place, rather than defining risk only in terms of sexual acts . 
Fifth, measurement error and attribution bias pose limitation especially with 
obtaining information relevant to lllV transmission (Catania, Gibson, Martin, Coates , & 
Greenblatt, 1990), and substance use (e .g., McAllister & Makkai , 1991; Mensch & Kandel, 
1988). For instance, the correlation between measures of substance use and sexual 
behavior could share common sources of bias ( e.g ., social desirability or bias with self-
report) , thus the correlation could be artificially inflated due to error , or could compound 
random error and decrease the power of the analyses. It also should be noted that gender 
differentials found in attitude and behavior measures may be a reflection of gender 
differences in reporting tendencies regarding sexual attitudes and behaviors , rather than 
actual frequencies . Young men, for example, may have a tendency to exaggerate their 
sexual experiences while young women may under-report the same. However , feedback 
regarding truthfulness was positive, mainly due to anonymity of the responses . 
Lastly the present study may not be representative of the general population and 
may be considered limited in terms of generalizability. For instance, behavior of over 1,000 
adolescents who did not opt to participate , or whose parents did not grant permission for 
participation, cannot be taken into account. Nevertheless, findings in the current study 
appear to be consistent with the literature , and provide areas for future researchers to 
pursue with the adolescent population . 
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Conclusions 
This study provided psychometric information and validation with a reliable measure 
for youth that assesses AIDS knowledge, attitude and behavior risk predictors . The 
selection of predictors was guided by variables utilized in past research and by theorizing 
that sexual risk is caused by multiple factors within cognitive, attitudinal and behavioral 
domains. Thirteen psychometrically reliable scales were isolated and validated : factual, 
transmission, and perceived AIDS knowledge, AIDS misconceptions, perceived 
susceptibility for risk, self-efficacy for condom use, homophobia, substance use and abuse, 
sexual assertiveness for partner communication, condom use assertiveness, and self- and 
partner-risk histories. IITV-risk was assessed among 239 adolescents between the ages of 
13-19, with a 163-item self-administered questionnaire, and provided qualitative data from 
28 focus groups. Gender differences for risk among teens were also examined utilizing a 
multivariate approach on a number of subscale variables, and supplemented with qualitative 
information with informal focus groups with feedback on: survey participation for future 
survey improvement; knowledge and concerns about the prevalence oflilV/AIDS; 
perceptions on the societal impact oflllV/AIDS; sexual assertiveness and potential gender 
roles; and suggestions for useful interventions for teens . These data were used to assess a 
priori hypotheses, and behavioral change staging according to the Transtheoretical Model. 
First, multiple regression analyses, showed high AIDS misconceptions, high 
perceived susceptibility for risk, and high substance use and abuse, were significantly related 
to potential risk, defined as low sexual assertiveness, for young women. Low perceived 
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AIDS knowledge and high misconceptions were predictive oflow sexual assertiveness for 
young men. However, it was discovered that sexual assertiveness, for young women, may 
be dependent on situational context, degree and intensity of emotions and attachment, 
potential threat to the relationship, gender role expectations, intensity of peer and/or partner 
pressures, positive connotations associated with sexual activity (popularity and/or a sense of 
belongingness), and the likelihood of untruthful responses from potential sex partners . 
Additionally, misperceptions, knowledge gaps and perceived invulnerability may be at least 
partially associated with barriers to sexual assertiveness . Nonactive youth may have · 
difficulty in accurately predicting sexual behavior due their inability to appreciate emotional 
aspects of intimacy, comprehend potential interactional effects of personal behavior with a 
partner's, integrate potential external pressures with predicted responses, and consider 
possible negative consequences. 
Second, predictors of AIDS risk, as defined by frequency of unprotected sexual 
activity and number of sex partners were differentiated by gender among the sexually active 
teens. Both genders perceived their AIDS risk as high, had high self and partner-risk 
histories, and low condom use assertiveness skills, all being predictive of risk. For sexually 
active young men, high AIDS misconceptions, and high substance use and abuse were also 
significant predictors of risk; and for women, low condom use efficacy, and low partner 
communication assertiveness were significant. High homophobia was also found to be a 
significant risk predictor but only in gender-combined group analysis. 
Third, among sexually active, unsafe youth, low misconceptions and low 
homophobia contributed to accurate self-ratings AIDS risk. Accurate self-raters of risk had 
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higher AIDS misconceptions, higher perceived susceptibility for risk, lower condom use 
sexual assertiveness, higher substance use and abuse, and higher risk histories for self and 
partners than underestimaters. Accurate self-raters appear more cognizant of their risk 
levels than underestimaters who may ignore, deny or perceive themselves as invulnerable to 
AIDS. 
Fourth, sexually active young men had lower factual AIDS knowledge, lower 
perceived AIDS knowledge, higher AIDS misconceptions, higher perceived susceptibility 
for risk, higher homophobia, higher substance use and abuse, and higher self-risk histories, 
than sexually active young women. Sexually active young women had lower sexual 
assertiveness for both condom use and partner communication than active young men. 
Fifth, sexually nonactive youth had higher factual AIDS knowledge, lower AIDS 
misconceptions, lower perceived susceptibility for risk, lower homophobia, lower substance 
use and abuse, lower self and partner-risk histories, and predicted their condom use efficacy 
and their sexual assertiveness for both condom use and partner communication to be higher, 
than sexually active youth. 
Interaction effects were found between gender and sexual activity for AIDS 
misconceptions, perceived susceptibility for risk, homophobia, substance use and abuse, 
self-risk history, and sexual assertiveness for both partner communication and condom use. 
Typically sexually nonactive youth had higher knowledge with more desirable attitudes and 
behavior than sexually active teens as did young women in comparison to young men. 
Complete reversals were noted with sexual assertiveness, where sexually nonactive young 
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women predicted their assertiveness to be highest, however among sexually active youth, 
young men significantly exceeded women in areas of assertiveness . 
Most sexually active adolescents reported their Transtheoretical Model stages for 
current condom use inaccurately, when compared to reported sexual behavior; placing 
themselves at higher stages in the model than their condom use behavior indicated . With 
adjustments made to account for reported condom use, 96 percent were in 
Precontemplation or Contemplation, with the remaining 4 percent in Action or 
Maintenance. Based on adjusted figures, fewer than half of the sexually active youth would 
be in the more desirable advanced stages in six months. Significant progression through 
stages of change for current condom use were found for AIDS misconceptions, condom use 
efficacy, and sexual assertiveness for condom use between the Contemplation and 
Maintenance stages, even with adolescent inaccurate staging. One contradictory finding 
placed those in Precontemplation as having a lower AIDS risk than youth in the 
Maintenance stage, which is likely due to adolescents' inaccurate self-staging. 
The profiles identified here that may place youth at risk for AIDS may facilitate 
educational efforts towards providing interventions appropriate to specific age groups, and 
identifying various attitudinal and belief factors that are associated with high risk behavior. 
The present findings suggest that high substance use and abuse may be areas for 
intervention and prevention with young men, and there is a need to empower young women 
with sexual assertiveness . Most important, these findings emphasize that to understand the 
causes of AIDS risk, it is essential to consider the role of multiple factors, including gender, 
in order to develop appropriate intervention and prevention directives . 
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Table 1 
Demographic Profiles for Conference Youth and School Youth by Gender 
Conference Youth School Youth Total 
Young Men Young Women Young Men Young Women 
(n=49) (n=80) (n=33) (n=77) (n=239) 
n % n % n % n % n % 
Age : 
13 years old 4 8.2% 8 10.0% 14 42.4% 21 27.3% 47 19.7% 
14 years old 9 18.4 15 18.8 9 27.3 12 15.6 45 18.8 
15 years old 13 26.5 18 22.5 5 15.2 29 37.7 65 27.2 
16 years old 17 34.7 15 18.8 2 6.1 11 14.3 45 18.8 
17 years old 5 10.2 12 15.0 3 9.1 4 5.2 24 10.0 
18 years old 1 2 .0 4 5.0 0 0.0 0 0.0 5 2.1 
19 years old 0 0.0 8 10.0 0 0.0 0 0.0 8 3.3 
Ethnicity : 
Caucasian 25 51.0 67 83.8 31 93.9 76 98.7 199 83.3 
African-Am . 17 34.7 6 7.5 2 6.1 0 0.0 25 10.5 
Hispanic-Am. 3 6.1 1 1.3 0 0.0 1 1.3 5 2.1 
Asian-Am. 0 0.0 4 5.0 0 0.0 0 0.0 4 1.7 
Native-Am . 4 8.2 2 2.5 0 0.0 0 0.0 6 2.5 
Residence: 
RI 13 26.5 26 32.5 0 0.0 0 0.0 39 16.3 
CT 2 4.1 2 2.5 33 100.0 77 100.0 114 47.7 
MA 4 8.2 7 8.8 0 0.0 0 0.0 11 4.6 
NH 1 2.0 2 2.5 0 0.0 0 0.0 3 1.3 
NJ 12 24.5 12 15.0 0 0.0 0 0.0 24 10.0 
ME 2 4.1 2 2.5 0 0.0 0 0.0 4 1.7 
NY 1 2.0 3 3.8 0 0.0 0 0.0 4 1.7 
PA 5 10.2 14 17.5 0 0.0 0 0.0 19 7.9 
VT 1 2 .0 2 2.5 0 0.0 0 0.0 3 1.3 
DE 0 0.0 3 3.8 0 0.0 0 0.0 3 1.3 
OH 3 6.1 2 2.5 0 0.0 0 0.0 5 2.1 
Bermuda 1 2.0 3 3.8 0 0.0 0 0.0 4 1.7 
Jamaica 2 4.1 0 0.0 0 0.0 0 0.0 2 0.8 
Cayman Islands 2 4.1 2 2.5 0 0.0 0 0.0 4 1.7 
( continued on next page) 
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Grade : 
Six1:h 2 4.1% 0 0.0% 0 0.0% 0 0.0% 2 0.8% 
Seventh 4 8.2 1 1.3 11 33.3 18 23.4 34 14.2 
Eighth 3 6.1 12 15.0 7 21.2 6 7.8 28 11.7 
Ninth 11 22.4 10 12.5 7 21.2 13 16.9 41 17.2 
Tenth 12 24.5 15 18.8 4 12.1 23 29.9 54 22.6 
Eleventh 11 22.4 18 22.5 2 6.1 13 16.9 44 18.4 
Twelfth 5 10.2 11 13.8 2 6.1 4 5.2 22 9.2 
1st/yr college 1 2.0 7 8.8 0 0.0 0 0.0 8 3.3 
2nd/yr + college 0 0.0 6 7.5 0 0.0 0 0.0 6 2.5 
Religion: 
Catholic 13 26.5 37 46.3 14 42.4 45 58.4 109 45.6 
Protestant 3 6.1 16 20.0 3 9.1 6 7.8 28 11.7 
Jewish 2 4.1 2 2.5 0 0.0 0 0.0 4 1.7 
None 12 24.5 8 10.0 8 24.2 12 15.6 40 16.7 
Other 19 38.8 17 21.3 8 24.2 14 18.2 58 24.3 
Religiosity: 
Not at all 13 26.5 8 10.0 6 18.2 14 18.2 41 17.2 
Slightly 11 22.4 12 15.0 9 27 .3 19 24.7 51 21.3 
Somewhat 8 16.3 17 21.3 11 33.3 27 35.1 63 26.4 
Fairly 14 28.6 35 43.7 6 18.2 12 15.6 67 28.0 
Very 3 6.1 8 10.0 1 3.0 5 6.5 17 7.1 
Living with : 
Both parents 27 55.1 63 78.8 23 69.7 53 68.8 166 69.5 
Mother only 20 40 .8 14 17.5 5 15.2 18 23.4 57 23.8 
Father only 1 2.0 0 0.0 4 12.1 2 2.6 7 2.9 
Other 1 2.0 3 3.8 1 3.0 4 5.2 9 3.8 
Mother's Ed .: 
8th grade or less 2 4.1 0 0.0 1 3.0 1 1.3 4 1.7 
8th-11th grade 5 10.2 3 3.8 4 12.1 7 9.1 19 7.9 
High sch. grad 19 38.8 23 28.8 10 30.3 35 45.5 87 36.4 
Some college 14 28.6 25 31.3 4 12.1 13 16.9 56 23.4 
College grad 9 18.4 28 35.0 14 42.4 21 27.3 72 30.1 
Missing data 0 0.0 1 1.3 0 0.0 0 0.0 1 0.4 
Father's Ed .: 
8th grade or less 1 2.0 0 0.0 1 3.0 3 3.9 5 2.1 
8th-11th grade 8 16.3 3 3.8 2 6.1 5 6.5 18 7.5 
High sch. grad 10 20.4 12 15.0 14 42.4 41 53.2 77 32.2 
Some college 20 40.8 25 31.3 4 12.1 11 14.3 60 25.l 
College grad 10 20.4 38 47.5 12 36.4 16 20.8 76 31.8 
Missing data 0 0.0 2 2.5 0 0.0 1 1.3 3 1.3 
300 
Table 2 
Exploratory Factor Analysis Pattern Matrix and Factor Correlation Matrix for 
Cognitive Subscales Utilizing 4-Sample Pooled Data (n=457) 
(F-KNOWL) (T-KNOWL) (P-KNOWL) (MISCON) 
(a= .74) (a= .94) (a= .85) (a= .79) 
Item Factor 1 Factor 2 Factor 3 Factor 4 
AIDS is a medical condition in which your 
body cannot fight off diseases. -.54453 -.00251 .07986 .14419 
AIDS is caused by a virus. -.54090 .02651 .06632 .13172 
If a pregnant woman has AIDS, there is a 
chance it may harm her unborn baby. -.71853 .01241 .04378 .06978 
Most people who get AIDS usually die from it. -.60236 .07897 .04196 -.12267 
Using a condom (rubber) during sex can lower 
the risk of getting AIDS. -.70469 -.07819 .09537 - .06951 
Receiving a blood transfusion with infected 
blood can give a person AIDS. -.77129 -.07044 -.20348 -.04027 
A woman who has unprotected sex only with 
men can ·get AIDS. .00507 -.92559 -.00730 .12532 
A man who has unprotected sex only with 
women can get AIDS. -.00277 -.93783 -.01271 .11373 
A woman who has unprotected sex only with 
women can get AIDS. .02128 -.91844 .00062 -.00940 
A man who has unprotected sex only with 
men can get AIDS. .00363 -.86991 .07088 -.21113 
If someone asked me a question about how to 
prevent getting HIV/ AIDS, I can give them 
the right answer. -.03494 .01360 .82336 .04094 
If someone asked me what things people do 
that can cause HIV/ AIDS, I can tell them the 
right answer. -.00574 -.03964 .91724 -.05293 
If someone asked me how HIV/ AIDS is 
transmitted, I can give them the right answer. -.01058 -.02765 .86666 .00175 
AIDS can be cured if treated early. .01362 -.01383 .00514 .80519 
A new vaccine has been developed which 
can prevent AIDS. .11385 .00724 .01154 .75519 
You can have AIDS and not know it. (R) -.17548 -.07462 .00481 .39969 
Mosquitoes can transmit AIDS. .03986 .07173 .08043 .66537 
I can avoid getting AIDS by having sex only 
with healthy looking persons. .00826 .02107 -.06973 .84409 
Only gay people and people who use needle 
drugs can get AIDS. -.10076 -.06245 -.04181 .65441 
(R)=Item reverse coded. 
Factor Correlation Matrix Factor 1 Factor 2 Factor 3 Factor 4 
Factor 1 (FACTUAL AIDS KNOWLEDGE) 1.00000 
Factor 2 (TRANSMISSION KNOWLEDGE) .16608 1.00000 
Factor 3 (PERCEIVED AIDS KNOWLEDGE) -.25707 -.09913 1.00000 
Factor 4 (MISCONCEPTIONS) -.20825 -.09861 .07390 1.00000 
301 
Table 3 
Confirmatory Factor Analysis Pattern Matrix and Factor Correlation Matrix for Cognitive 
Subscales Utilizing a Random 50 Percent Sample from 4-Sample Pooled Data (n=228) 
(F-KNOWL) (T-KNOWL) (P-KNOWL) (MISCON) 
Item Factor 1 Factor 2 Factor 3 Factor 4 
AIDS is a medical condition in which your 
body cannot fight off diseases. .50439 -.07972 .12791 -.15747 
AIDS is caused by a virus. .61584 -.06225 .15402 -.03728 
If a pregnant woman has AIDS, there is a 
chance it may harm her unborn baby. .76900 .02749 .02965 -.06989 
Most people who get AIDS usually die from it. .59574 .09910 .01230 .12496 
Using a condom (rubber) during sex can lower 
the risk of getting AIDS. .75863 -.04539 .00498 .03901 
Receiving a blood transfusion with infected 
blood can give a person AIDS. .80041 -.01854 -.19971 -.00442 
A woman who has unprotected sex only with 
men can get AIDS. .01787 -.92441 -.01034 -.13962 
A man who has unprotected sex only with 
women can get AIDS. .01418 -.92893 -.02009 -.13458 
A woman who has unprotected sex only with 
women can get AIDS. -.02008 -.90685 -.02690 .01967 
A man who has unprotected sex only with 
men can get AIDS. -.02058 -.83815 .03369 .24548 
If someone asked me a question about how to 
prevent getting HIV/ AIDS, I can give them 
the right answer. -.01716 .02403 .86781 -.00702 
If someone asked me what things people do 
that can cause IDV/AIDS, I can tell them the 
right answer. -.00091 .00198 .94211 .02951 
If someone asked me how IDV/ AIDS is 
transmitted, I can give them the right answer. .01721 -.00626 .89685 .00348 
AIDS can be cured if treated early. -.02088 -.00210 -.01230 -.84175 
A new vaccine has been developed which 
can prevent AIDS. -.06506 -.01099 -.02141 -.74869 
You can have AIDS and not know it. (R) .19991 -.04727 .07550 -.36302 
Mosquitoes can transmit AIDS. -.06252 .05900 .06347 -.68187 
I can avoid getting AIDS by having sex only 
with healthy looking persons. -.01780 .06383 -.06538 -.88986 
Only gay people and people who use needle 
drugs can get AIDS. .07060 -.08323 -.02382 -.72844 
(R)=Item reverse coded. 
Factor Correlation Matrix Factor 1 Factor 2 Factor 3 Factor 4 
Factor 1 (FACTUAL AIDS KNOWLEDGE) 1.00000 
Factor 2 (TRANSMISSION KNOWLEDGE) -.15151 1.00000 
Factor 3 (PERCEIVED AIDS KNOWLEDGE) .25633 -.05755 1.00000 
Factor 4 (MISCONCEPTIONS) -.17285 .12551 -.14807 1.00000 
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Table 4 
Response Frequencies for Cognitive Scale Items (n=239, current sample only) 
Definitely Probably Not Probably Definitely 
Item no no sure yes yes 
AIDS is a medical condition in which your 
body cannot fight off diseases. 5.4% 1.3% 7.9% 15.1% 70.3% 
AIDS is caused by a virus. 5.9 1.3 9.2 8.8 74.9 
If a pregnant woman has AIDS, there is a 
chance it may harm her unborn baby. 2.1 1.7 7.5 19.2 69.5 
Most people who get AIDS usually die from it. 3.8 2.5 5.4 25.5 62.8 
Using a condom (rubber) during sex can lower 
the risk of getting AIDS. 2.5 2.1 2.9 27.6 64.9 
Receiving a blood transfusion with infected 
blood can give a person AIDS. 3.3 0.4 2.9 23.0 70.3 
A woman who has unprotected sex only with 
men can get AIDS. 20.9 8.8 7.9 18.0 44.4 
A man who has unprotected sex only with 
women can get AIDS. 20.1 8.4 8.8 18.0 44 .8 
A woman who has unprotected sex only with 
women can get AIDS. 20.5 8.8 11.3 18.4 41.0 
A man who has unprotected sex only with 
men can get AIDS. 16.7 3.8 8.8 16.3 54.4 
AIDS can be cured if treated early 56.5 12.1 13.0 12.1 6.3 
A new vaccine has been developed which 
can prevent AIDS. 44.4 16.7 23.0 10.0 5.9 
You can have AIDS and not know it. 16.7 6.7 6.7 16.3 53.6 
Mosquitoes can transmit AIDS. 43.1 15.5 18.8 13.0 9.6 
I can avoid getting AIDS by having sex only 
with healthy looking persons. 72.4 7.5 4.6 10.0 5.4 
Only gay people and people who use needle 
drugs can get AIDS. 74.1 3.8 5.4 8.8 7.9 
Definitely Not really Somewhat Mostly Definitely 
not true true true true true 
If someone asked me a question about how to 
prevent getting HIV/AIDS, I can give them 
the right answer. 3.3% 4.6% 16.3% 26.8% 49.0% 
If someone asked me what things people do 
that can cause HIV/AIDS, I can tell them the 
right answer. 2.1 2.5 10.5 34.3 50.6 
If someone asked me how HIV/ AIDS is 
transmitted, I can give them the right answer. 2.9 2.5 7.1 31.8 55.6 
Table 5 
Exploratory Factor Analysis Pattern Matrix and Factor Correlation Matrix for 
Attitudinal Subscales Utilizing 4-Sample Pooled Data (n=457) 
(SUSCEP) (EFFICACY) (HOMOPH) 
(a.=.73) (a.= .92) (a.=.91) 
Item Factor 1 Factor 2 Factor 3 
I feel that I am at risk of getting AIDS at this time in my life. .56544 -.01283 .06379 
I sometimes think that I may have been exposed to AIDS. .63588 -.04986 .03263 
I have had sex with someone who could have given me AIDS. .57249 -.14147 .13246 
I believe I can do things to help protect myself from 
getting AIDS. (R) .70533 -.00900 -.10044 
I try not to get into situations where I might get AIDS. (R) .65528 -.01355 -.11421 
I would use a condom when ... 
.. .I am really turned on. -.05656 .86970 -.02520 
... my partner gets mad about using a condom. -.07258 .84656 -.03238 
... I am depressed. .00362 .89930 .07637 
.. .I have been drinking or doing drugs. .01810 .82006 -.00344 
.. .I feel angry . -.00788 .89817 .02745 
.. .I feel pressured to have sex. .05651 .86179 .01240 
... I'm afraid I might get AIDS. .02169 .58116 -.03275 
I think people with HIV/AIDS should be in a special 
classroom at school. .20718 .00605 .58026 
I would not like it if someone in my gym class has HIV/ AIDS. .21293 .06785 .64455 
A gay person should not be allowed to teach school. .03435 -.02760 .80344 
A gay person should not be allowed to run for public office. .07444 .01621 .79385 
If my roommate told me he or she was gay, I would 
probably ask them to move out. .26092 -.02722 .58767 
A gay person should not be allowed to be a coach . -.02038 -.03966 .79446 
I would stay away from people who are gay, because if I 
didn't , I would have a higher chance of getting HIV/ AIDS. .16562 -.08751 .66457 
It ' s okay for people who have HIV/ AIDS to teach school. (R) .21347 .02899 .39478 
I would feel nervous in a group of gay people. - .19657 .00108 .74676 
If I saw two men or two women holding hands, I 
would feel uncomfortable. -.19787 .01604 .75916 
I would feel uncomfortable sitting next to a gay person . -.19751 -.09804 .78237 
I am afraid that someone around me has HIV/AIDS and 
I do not know it. .21551 .02923 .50850 
I am afraid of making new friends because of HIV/ AIDS. .21402 -.06123 .48035 
If my brother/sister told me he/she was gay, I would be upset. -.14442 .03558 .66865 
(R)=ltem reverse coded. 
Factor Correlation Matrix Factor 1 Factor 2 Factor 3 
Factor 1 (PERCEIVED SUSCEPTIBILI1Y FOR RISK) 1.00000 
Factor 2 ( CONDOM USE EFFICACY) -.18162 1.00000 
Factor 3 (HOMOPHOBIA) .25956 -.18053 1.00000 
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Table 6 
Confirmatory Factor Analysis Pattern Matrix and Factor Correlation Matrix for Attitudinal 
Subscales Utilizing a Random 50 Percent Sample from 4-Sample Pooled Data (n=228) 
(SUSCEP) (EFFICACY) (HOMOPH) 
Item Factor 1 Factor 2 Factor 3 
I feel that I am at risk of getting AIDS at this time in my life. .59966 -.02207 .11251 
I sometimes think that I may have been exposed to AIDS. .65704 -.10191 .00749 
I have had sex with someone who could have given me AIDS. .57196 -.17799 .16378 
I believe I can do things to help protect myself from 
getting AIDS. (R) .71136 .00902 -.08753 
I try not to get into situations where I might get AIDS. (R) .70370 .00231 -.10438 
I would use a condom when ... 
.. .I am really turned on. -.12357 .85368 -.01513 
... my partner gets mad about using a condom. -.08065 .83603 -.05417 
.. .I am depressed -.04538 .89745 .05224 
.. .I have been drinking or doing drugs. -.11842 .81933 .03080 
.. .I feel angry. -.05001 .87896 -.00543 
.. .I feel pressured to have sex. .07042 .83316 .04544 
.. .I'm afraid I might get AIDS. .09106 .54179 -.10689 
I think people with HIV/AIDS should be in a special 
classroom at school. .00468 .10502 .70254 
I would not like it if someone in my gym class has IDV/ AIDS. .13081 .09511 .68821 
A gay person should not be allowed to teach school. -.12371 -.06629 .83405 
A gay person should not be allowed to run for public office. -.03059 .00834 .81502 
If my roommate told me he or she was gay, I would 
probably ask them to move out. .11658 .04133 .68068 
A gay person should not be allowed to be a coach. -.10263 -.06413 .81172 
I would stay away from people who are gay, because if I 
didn't, I would have a higher chance of getting IDV / AIDS. .03572 -.01579 .74411 
It' s okay for people who have IDV/AIDS to teach school. (R) .20189 .12956 .35066 
I would feel nervous in a group of gay people. -.07015 -.10287 .65777 
If I saw two men or two women holding hands, I 
would feel uncomfortable. -.06203 -.10348 .64958 
I would feel uncomfortable sitting next to a gay person. -.12029 -.17660 .72090 
I am afraid that someone around me has IDV/ AIDS and 
I do not know it. .08904 .08495 .55206 
I am afraid of making new friends because of IDV/ AIDS. .05063 -.03987 .54306 
If my brother/sister told me he/she was gay, I would be upset. .00655 .01546 .54882 
(R)=Item reverse coded. 
Factor Correlation Matrix Factor 1 Factor 2 Factor 3 
Factor 1 (PERCEIVED SUSCEPTIBILITY FOR RISK) 1.00000 
Factor 2 (CONDOM USE EFFICACY) -.08704 1.00000 
Factor 3 (HOMOPHOBIA) .24492 -.20781 1.00000 
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Table 7 
Response Frequencies for Attitudinal Scale Items (n=239, current sample only) 
Definitely Probably Not Probably Definitely 
Item no no sure yes yes 
I feel that I am at risk of getting AIDS at 
this time in my life. 43.1% 27.2% 18.8% 7.9% 2.9% 
I sometimes think that I may have been 
exposed to AIDS. 51.5 18.8 16.1 8.8 4.6 
I have had sex with someone who could have 
given me AIDS. 68.6 8.4 13.4 4.6 5.0 
I believe I can do things to help protect 
myself from getting AIDS. 4.2 0.4 7.1 13.4 74.9 
I try not to get into situations where I might 
get AIDS. 6.3 2 .1 7.5 12.1 72.0 
Not at all A little Kind of Fairly Very 
sure sure sure sure sure 
I would use a condom ... 
... when I am really turned on . 12.1% 15.5% 13.4% 19.2% 39.7% 
. . . when my partner gets mad about using a 
condom. 11.3 14.2 15.1 17.2 42.3 
... when I am depressed. 19.7 11.7 12.6 14.6 41.4 
... when I have been drinking or doing drugs. 22.2 10.0 14.5 13.8 39.3 
... when I feel angry . 20.5 8.4 13.8 15.1 42.3 
... when I feel pressured to have sex. 15.1 7.5 10.0 13.4 54.0 
... when I'm afraid I might get AIDS. 4.2 2.1 6.3 5.0 82.4 
( continued on next page) 
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Definitely Not really Somewhat Mostly Definitely 
not true true true true true 
I think people with HIV/AIDS should be in 
a special classroom at school. 62.3% 18.8% 8.8% 5.0% 5.0% 
I would not like it if someone in my gym class 
has HIV/ AIDS. 52.3 23.0 10.9 6.3 7.5 
A gay person should not be allowed to teach. 70.3 10.9 6.7 5.0 7.1 
A gay person should not be allowed to run for 
public office. 72.4 13.0 5.0 4.2 5.4 
If my roommate told me he or she was gay, I 
would probably ask them to move out. 59.8 18.0 7.5 7.5 7.1 
A gay person should not be allowed to be a 
coach. 66.9 15.1 5.4 5.4 7.1 
I would stay away from people who are gay, 
because if I didn't, I would have a higher 
chance of getting HIV/AIDS. 67.4 15.1 7.1 5.4 5.0 
It's ok for people with HIV/AIDS to teach 
school. 14.2 3.3 12.1 14.2 56.1 
I would feel nervous in a group of gay people. 28.5 19.2 26.4 9.2 16.7 
If I saw two men or two women holding hands, 
I would feel uncomfortable. 24.3 25.1 25.1 12.6 13.0 
I'd feel uncomfortable sitting next to a gay 
person. 39.3 23.8 16.3 10.0 10.5 
I am afraid that someone around me has 
HIV/ AIDS and I do not know it. 55.6 21.3 15.1 3.3 4.6 
I'm afraid of making new friends because 
of AIDS. 75.7 13.8 5.9 2.1 2.5 
If my brother/sister told me he/she was gay, 
I would be upset. 29.7 19.2 18.4 12.1 20.5 
Table 8 
Exploratory Factor Analysis Pattern Matrix and Factor Correlation Matrix for 
Substance Use and Abuse Behavior Subscales Utilizing 4-Sample Pooled Data 
of Substance Using Adolescents (n=308) 
(S-USE) (S-ABUSE) 
(a= .87) (a= .90) 
Item Factor 1 Factor 2 
In the past year, how often have you had a drink 
of beer, wine , or liquor? -.77090 .01447 
In the past year, how many drinks did you have 
when you drank alcohol? -.80099 -.14616 
In the past year, how often did you have 3 or 
more drinks in one day? -.80152 .04499 
In the past year, how often did you have 6 or 
more drinks in one day? -.75042 .05171 
In the past year, how many times did you use 
marijuana or hashish (grass, pot , hash, hash 
oil) with out a doctor's orders? -.61760 .03643 
In the past year, how many times did you use 
other drugs without a doctor ' s orders? -.40677 .18644 
In the past year, how many times did you share 
a needle to shoot drugs? -.34251 .10107 
In the past year, how often have these things 
happened because of your drinking or drug use : 
I had a hangover. -.77994 -.11756 
I messed up on something important. -.19189 .50903 
I was in trouble with police or other authority. -.10151 .50470 
I broke or messed up someone else's things. -.02294 .54415 
I got into an argument or fight. .00332 .62587 
I got sick/threw up. -.13077 .59802 
I drove a car after having alcohol or drugs . -.32989 .33119 
I was hurt/injured. .24779 .75076 
Someone I know talked to me about how I 
was acting . - .05948 .57643 
I thought I might have a drinking/drug problem. .09643 .67803 
I couldn't remember (blacked out). -.11045 .47949 
I did something I wished I hadn ' t. .05297 .67452 
I was arrested for drunk driving. .09881 .58474 
I had sex that I wouldn 't have had if sober . -.27579 .41168 
I tried to stop using but didn 't. .00740 .55051 
I thought about or tried to kill myself. -.02783 .29784 
Factor Correlation Matrix Factor 1 Factor 2 
Factor l (SUBSTANCE USE) 1.00000 
Factor 2 (SUBSTANCE ABUSE) -.36870 1.00000 
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Table 9 
Confirmatory Factor Analysis Pattern Matrix and Factor Correlation Matrix for 
Substance Use and Abuse Behavior Subscales Utilizing a Random 50 Percent Sample 
from 4-Sample Pooled Data of Substance Using Adolescents (n=154) 
(S-USE) (S-ABUSE) 
Item Factor 1 Factor 2 
In the past year, how often have you had a drink 
of beer, wine, or liquor? -.79005 -.03420 
In the past year, how many drinks did you have 
when you drank alcohol? -.78787 -.11404 
In the past year, how often did you have 3 or 
more drinks in one day? -.81939 .02851 
In the past year, how often did you have 6 or 
more drinks in one day? -.72242 .06747 
In the past year, how many times did you use 
marijuana or hashish (grass , pot, hash , hash 
oil) without a doctor ' s orders? -.69316 .01507 
In the past year, how many times did you use 
other drugs without a doctor ' s orders? -.56005 .17248 
In the past year, how many times did you share 
a needle to shoot drugs? -.24158 .00402 
In the past year, how often have these things 
happened because of your drinking or drug use: 
I had a hangover . -.71583 -.04047 
I messed up on something important. -.04248 .53890 
I was in trouble with police or other authority . -.20691 .49807 
I broke or messed up someone else's things. -.01710 .45735 
I got into an argument or fight . .15565 .67854 
I got sick/threw up. -.07482 .65694 
I drove a car after having alcohol or drugs. -.23339 .35929 
I was hurt/injured .32575 .75041 
Someone I know talked to me about how I 
was acting. .06771 .69494 
I thought I might have a drinking/drug problem . .04329 .63689 
I couldn 't remember (blacked out). -.10831 .44717 
I did something I wished I hadn 't. .08139 .72196 
I was arrested for drunk driving . .00551 .50544 
I had sex that I wouldn't have had if sober. -.34931 .45590 
I tried to stop using but didn't. -.10951 .56913 
I thought about or tried to kill myself. - .16003 .30377 
Factor Correlation Matrix Factor 1 Factor 2 
Factor 1 (SUBSTANCE USE) 1.00000 
Factor 2 (SUBSTANCE ABUSE) -.28401 1.00000 
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Table 10 
Exploratory Factor Analysis Pattern Matrix and Factor Correlation Matrix for 
Sexual Assertiveness Behavior Subscales Utilizing 4-Sample Pooled Data 
of Sexually Active Adolescents (n=268) 
Item 
I would ask if I want to know if my partner ever 
had an HIV test. 
I would ask my partner about the AIDS risk of 
his/her past partners, if I want to know. 
I would ask if I want to know if my partner ever 
had a STD. 
I would ask if I want to know if my partner ever had 
sex with someone who shoots drugs with a needle. 
I would ask if I want to know if my partner ever 
used needles to take drugs. 
I would have sex without a condom if my partner 
doesn't like them, even if I want to use one. (R) 
I would make sure my partner and I use a condom 
when we have sex. 
I would insist on using a condom if I want to, 
even if my partner doesn't like them. 
I would have sex without using a condom if my 
partner insists, even if I don't want to. (R) 
I would refuse to have sex if my partner refuses 
to use a condom. 
(R)=Item reverse coded. 
Factor Correlation Matrix 
Factor 1 (SEXUAL ASSERT . PARTNER COMMUNIC.) 
Factor 2 (SEXUAL ASSERT . CONDOM USE) 
310 
(SAPC) (SACU) 
(a.= .93) (a.= .85) 
Factor 1 Factor 2 
.87454 -.08503 
.58113 .38036 
.56868 .38914 
.87026 -.11064 
.55066 .38596 
-.05039 .91368 
-.08668 .92636 
.00636 .92003 
.01538 .86590 
.13245 .74067 
Factor 1 Factor 2 
1.00000 
. 48284 1. 00000 
Table 11 
Confirmatory Factor Analysis Pattern Matrix and Factor Correlation Matrix for 
Sexual Assertiveness Behavior Subscales Utilizing a Random 50 Percent Sample 
from 4-Sample Pooled Data of Sexually Active Adolescents (n=134) 
Item 
I would ask if I want to know if my partner ever 
had an IDV test. 
I would ask my partner about the AIDS risk of 
his/her past partners, if I want to know. 
I would ask if I want to know if my partner ever 
had a SID . 
I would ask if I want to know if my partner ever had 
sex with someone who shoots drugs with a needle. 
I would ask if I want to know if my partner ever 
used needles to take drugs. 
I would have sex without a condom if my partner 
doesn't like them, even if I want to use one. (R) 
I would make sure my partner and I use a condom 
when we have sex. 
I would insist on using a condom if I want to, 
even if my partner doesn't like them. 
I would have sex without using a condom if my 
partner insists, even if I don't want to. (R) 
I would refuse to have sex if my partner refuses 
to use a condom. 
(R)=ltem reverse coded. 
Factor Correlation Matrix 
Factor 1 (SEXUAL ASSERT. PARTNER COMMUNIC.) 
Factor 2 (SEXUAL ASSERT. CONDOM USE) 
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(SAPC) (SACU) 
Factor 1 Factor 2 
.84907 -.12596 
.78173 .09418 
.80907 .09365 
.73822 -.02172 
.76367 .11683 
.01109 .90020 
.00254 .88502 
.01702 .92659 
-.03506 .92131 
.05320 .86927 
Factor 1 Factor 2 
1.00000 
.59362 1.00000 
Table 12 
Exploratory Factor Analysis Pattern Matrix and Factor Correlation Matrix for 
Behavior Risk History Subscales Utilizing 4-Sample Pooled Data 
of Sexually Active Adolescents (n=268) 
Item 
About how long have you been involved with your 
most recent sex partner? 
How old were you the first time you willingly had 
intercourse? 
About how many sex partners have you had in 
your life? 
About how many sex partners have you had in the 
past year? 
In the past year, did you use alcohol before 
having sex? 
In the past year, how many drinks did you normally 
have before having sex? 
In the past year, did you use marijuana or other 
drugs before having sex? 
How sure are you that you have not been exposed 
to AIDS? 
How sure are you that your sex partner(s) have not 
been exposed to AIDS? 
Have you ever been tested for HIV? 
How many sex partners have you had who shoot 
drugs with a needle? 
How many sex partners have you had who tested 
positive for HIV or had AIDS? 
About how many sex partners has your most 
recent partner had? 
How sure are you about your answer to the above 
question? 
Factor Correlation Matrix 
Factor 1 (SELF RISK HISTORY) 
Factor 2 (PARTNER RISK HISTORY) 
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(SELF-RISK) (PART-RISK) 
(a== .93) (a== .68) 
Factor 1 Factor 2 
.41011 -.29817 
.57322 -.04779 
.73832 .15924 
.63739 .12693 
.82604 .05163 
.76655 .11869 
.59278 .01217 
.08360 .72058 
.09124 .84058 
-.00564 .29020 
-.09466 .40655 
-.01608 .29545 
.16507 .42385 
.30086 .50128 
Factor 1 Factor 2 
1.00000 
. 17223 1. 00000 
Table 13 
Confirmatory Factor Analysis Pattern Matrix and Factor Correlation Matrix for 
Behavior Risk History Subscales Utilizing a Random 50 Percent Sample 
from 4-Sample Pooled Data of Sexually Active Adolescents (n= 134) 
Item 
About how long have you been involved with your 
most recent sex partner? 
How old were you the first time you willingly had 
intercourse? 
About how many sex partners have you had in 
your life? 
About how many sex partners have you had in the 
past year? 
In the past year , did you use alcohol before 
having sex? 
In the past year, how many drinks did you normally 
have before having sex? 
In the past year, did you use marijuana or other 
drugs before having sex? 
How sure are you that you have not been exposed 
to AIDS? 
How sure are you that your sex partner(s) have not 
been exposed to AIDS? 
Have you ever been tested for HIV? 
How many sex partners have you had who shoot 
drugs with a needle? 
How many sex partners have you had who tested 
positive for HIV or had AIDS? 
About how many sex partners has your most 
recent partner had? 
How sure are you about your answer to the above 
question? 
Factor Correlation Matrix 
Factor 1 (SELF RISK HISTORY) 
Factor 2 (PARTNER RISK HISTORY) 
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(SELF-RISK) (PART-RISK) 
Factor 1 Factor 2 
.40065 -.29839 
.59079 -.04797 
.74369 .14339 
.65956 .08457 
.82889 .09955 
.76552 .14833 
.62817 .06058 
.15876 .64999 
.11355 .78242 
.02913 .34214 
-.15518 .40712 
-.00852 .29629 
.15876 .64999 
.02913 .34214 
Factor 1 Factor 2 
1.00000 
.15775 1.00000 
Table 14 
Exploratory Factor Analysis Pattern Matrix and Factor Correlation Matrix for 
Three Major Areas of Behavior Utilizing 4-Sample Pooled Data (n=457) 
Subscale 
Substance Use 
Substance Abuse 
Sexual Assertiveness Condom Use 
Sexual Assertiveness Partner Communication 
Self Risk History 
Partner Risk History 
Factor Correlation Matrix 
Factor 1 (SUBSTANCE USE/ABUSE) 
Factor 2 (SEXUAL ASSERTIVENESS) 
Factor 3 (BERA VIOR RISK HISTORY) 
(SUBSTANCE) (ASSERT) (RISK) 
(a= .92) 
Factor 1 
-.78210 
-.96524 
-.00923 
.01890 
-.13249 
.05002 
Factor 1 
1.00000 
.28600 
-.51615 
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(a= .92) (a= .89) 
Factor 2 Factor 3 
.00678 .18945 
-.02096 -.08856 
.79701 -.18312 
.96494 .09994 
.00777 .83982 
-.03798 .93527 
Factor 2 Factor 3 
1.00000 
-.45538 1.00000 
Table 15 
Confirmatory Factor Analysis Pattern Matrix and Factor Correlation Matrix for 
Three Major Areas of Behavior Utilizing a Random 50 Percent Sample 
from 4-Sample Pooled Data (n=229) 
Subscale 
Substance Use 
Substance Abuse 
Sexual Assertiveness Condom Use 
Sexual Assertiveness Partner Communication 
Self Risk History 
Partner Risk History 
Factor Correlation Matrix 
Factor 1 (SUBSTANCE USE/ABUSE) 
Factor 2 (SEXUAL ASSERTIVENESS) 
Factor 3 (BEHAVIOR RISK HISTORY) 
(SUBSTANCE) (ASSERT) (RISK) 
Factor 1 
-.78120 
-.96908 
-.00931 
.02090 
-.07004 
.01354 
Factor 1 
1.00000 
.28152 
-.49914 
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Factor 2 Factor 3 
.02103 .20295 
-.02824 -.09824 
.77795 -.20726 
.96881 .09923 
.00118 .92615 
-.05293 .91254 
Factor 2 Factor 3 
1.00000 
-.47029 1.00000 
Table 16 
Response Frequencies for Behavior Scale Items (n=239, current sample only) 
1-2 times 1-2 times 3-4 times Almost 
Substance Items : Never mo. or less week week every day 
In the past year, how often have you had a 
drink of beer, wine, or liquor? 35.6% 49.4% 13.0% 1.3% 0.8% 
1-2 3-5 6-10 11 or more 
None drinks drinks drinks drinks 
In the past year, how many drinks did you 
have when you drank alcohol? 36.4% 44.4% 15.1% 2.5% 1.7% 
1-2 times 1-2 times 3-4 times Almost 
Never mo. or less week week every day 
In the past year , how often did you have 3 or 
more drinks in one day? 62 .3% 30.5% 6.7% 0.0% 0.4% 
In the past year, how often did you have 6 or 
more drinks in one day? 77.4 18.8 2.9 0.4 0.4 
In the past year, how many times did you use 
marijuana or hashish (grass, pot, hash , hash 
oil) without a doctor ' s orders? 81.2 12.6 2.9 2.5 0.8 
In the past year, how many times did you use 
other drugs without a doctor ' s orders? 87.9 7.5 4.2 0.0 0.4 
In the past year, how many times did you share 
a needle to shoot drugs? 98.3 0.4 1.3 0.0 0.0 
2-3 4-6 More than 
In the past year, how often have these things Never Once times times 6 times 
happened because of your drinking/drug use: 
I had a hangover. 66.1% 18.0% 10.5% 2.5% 2.9% 
I messed up on something important. 66.5 17.2 10.0 2.1 4.2 
I was in trouble with police or other authority . 88.3 6.3 3.3 0.4 1.7 
I broke or messed up someone else's things. 73.6 14.6 8.4 2.5 0.8 
I got into an argument or fight. 61.9 17.6 9.2 4.2 7.1 
I got sick/threw up. 63 .6 19.2 8.8 2.9 5.4 
I drove a car after having alcohol or drugs . 92 .5 5.4 1.7 0.4 0.0 
I was hurt/injured . 79.1 12.6 4.6 2.1 1.7 
Someone I know talked to me about how I 
was acting . 69 .0 15.9 9.2 3.3 2.5 
I thought I might have a drinking/drug 
problem . 93 .3 5.0 0.4 0.8 0.4 
I couldn't remember (blacked out). 85.8 8.8 2.9 1.7 0.8 
I did something I wished I hadn 't. 73.6 14.6 5.0 3.3 3.3 
I was arrested for drunk driving . 96.7 2 .1 0.4 0.8 0.0 
I had sex that I wouldn 't have had if sober. 81.6 13.8 2.1 1.3 1.3 
I tried to stop using but didn't. 94.1 3.8 1.3 0.0 0.8 
I thought about or tried to kill myself. 86.2 9.6 2.5 0.4 1.3 
( continued on next page) 
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About half 
Assertiveness Items: Never Sometimes the time Usually Always 
I would ask if I want to know if my partner ever 
had an HIV test. 3.3% 16.3% 13.8% 19.2% 47.3% 
I would ask my partner about the AIDS risk of 
his/her past partners, if I want to know. 3.3 18.0 17.2 15.9 45.6 
I would ask if I want to know if my partner ever 
had a SID. 3.3 15.5 17.2 15.1 49.0 
I would ask if I want to know if my partner ever 
had sex with someone who shoots drugs with 
a needle. 5.0 18.0 16.3 15.5 45.2 
I would ask if I want to know if my partner ever 
used needles to take drugs. 2.5 22.6 14.6 10.9 49.4 
I would have sex without a condom if my partner 
doesn't like them, even if I want to use one. 56.5 13.8 14.6 9.6 5.4 
I would make sure my partner and I use a 
condom when we have sex. 4.2 15.1 15.1 9.6 56.1 
I would insist on using a condom if I want to, 
even if my partner doesn't like them. 7.1 13.4 13.8 7.9 57.7 
I would have sex without using a condom if my 
partner insists, even if I don't want to. 54.0 14.2 13.0 10.5 8.4 
I would refuse to have sex if my partner refuses 
to use a condom. 5.9 18.8 15.3 6.3 53.6 
( continued on next page) 
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No sex Less than 1-6 6-12 Over 
Risk Items: partners 1 month months months 1 year 
About how long have you been involved with 
your most recent sex partner? 46.4% 7.9% 5.0% 10.5% 30.1% 
No sex 12 years or 13-14 15-16 17 years 
partners younger years years or older 
How old were you the first time you 
willingly had intercourse? 46.4% 12.1% 18.8% 11.7% 10.9% 
None One 2-4 5-7 8 or more 
About how many sex partners have you had in 
your life? 46.4% 23.0% 15.1% 6.3% 9.2% 
About how many sex partners have you had in 
the past year? 46.4 32.6 15.9 2.9 2.1 
About how many partners has you most recent 
partner had? 46.4 30.1 13.8 3.3 6.3 
How many sex partners have you had who 
shoot drugs with a needle? 98.3 0.4 0.4 0.4 0.4 
How many sex partners have you had who 
tested positive for HIV or had AIDS? 99.2 0.4 0.4 0.0 0.0 
About half 
Never Sometimes the time Usually Always 
In the past year, did you use alcohol before 
having sex? 68.2% 20.9% 6.7% 3.8% 0.4% 
In the past year, did you use marijuana or other 
drugs before having sex? 87.4 10.5 0.4 1.7 0.0 
1-2 3-5 6-10 11 or more 
None drinks drinks drinks drinks 
In the past year, how many drinks did you 
normally have before having sex? 68.6% 24.7% 6.7% 0.0% 0.0% 
Absolutely Very Somewhat Slightly Not at all 
How sure are you that you have not been 
exposed to AIDS? 59.4% 20.1% 16.3% 2.1% 2.1% 
How sure are you that your sex partner(s) have 
not been exposed to AIDS? 64.9 18.8 11.7 1.3 3.3 
How sure are you about your estimate of number 
of partners your most recent partner has had? 66.1 19.2 9.6 0.8 4.2 
Yes, Yes, 
No negative positive 
Have you ever been tested for HIV? 90.0% 9.2% 0.8% 
( continued on next page) 
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Started Started Sometimes 
Comglex items examined individually: No sex 1 yr ago+ <l yr ago not always Never 
Do you always use condoms right now? 46.4% 11.3% 5.0% 27.2% 10.0% 
Already Plan to Maybe 
No sex use start sometimes No 
In the next 6 months, do you plan to start 
using condoms if you have sex? 40.2% 13.4% 24.3% 20.5% 1.7% 
No risk Slight Some Moderate High 
If you were to make a guess, how much risk 
do you have for getting HIV/ AIDS at this 
time in your life? 54.4% 29.3% 9.6% 5.9% 0.8% 
Table 17 
Exploratory Factor Analysis Pattern Matrix and Factor Correlation Matrix for 
Environment Subscales Utilizing 4-Sample Pooled Data (n=457) 
(PEER-RISK) (PROXIM) (MEDIA-R) (MEDIA-I) 
(a,= .69) (a.=.82) (a,= .77) (a.=.95) 
Item Factor 1 Factor 2 Factor 3 Factor 4 
Most of my friends have had sex. -.30674 .21057 .02710 .05297 
One of my close friends does things that could 
lead to them getting AIDS. -.31362 .06479 .05257 -.13959 
My close friends insist on using condoms when 
they have sex with a risky partner . (R) -.81977 .14322 .07535 .00526 
My close friends think that their partner would not 
mind using a condom when they have sex. (R) -.80749 .08031 .06454 .05284 
My close friends are afraid to ask their partner 
to use a condom when they have sex. .38101 .11420 .01810 .09473 
Some of my close friends think that they are 
at risk of getting AIDS. .29955 .17064 .01426 .00415 
My close friends think that it's okay for a woman 
to ask a partner to use condoms . (R) -.79124 .03829 -.02111 .04985 
My close friends ask a sex partner to use a 
condom. (R) -.80164 .09717 .04190 .03370 
If you know someone with HIV/AIDS , how 
old were you when you first knew this 
person with HIV/AIDS? (R) -.00524 .57302 -.06607 .03736 
A family member or close friend has HIV/ AIDS. -.20666 ~43867 -.12384 .05945 
I know someone with HIV/AIDS who is not a 
close friend or a member of my family . .08436 .78730 -.11135 .06590 
I know a gay person who has HIV/ AIDS. -.02603 .70389 .00225 -.05701 
I know a person who is not gay who has 
HIV/AIDS. .03536 .83304 -.09525 .05446 
I know a woman who has HIV/AIDS. .10242 .77805 .05928 .01110 
I know a person who shoots drugs with a 
needle who has HIV/ AIDS. -.12529 .62849 .04741 -.02630 
I know someone who was tested for AIDS. .05993 .48743 .09688 -.09572 
For me, watching TV has been an important 
way to learn about HIV/AIDS. -.12929 -.09341 .65661 .10599 
For me, listening to the radio has been an 
important way to learn about HIV/ AIDS. -.21888 -.06439 .67706 .06995 
For me, seeing movies in the theater , or on 
video has been an important way to learn 
about HIV/ AIDS. -.03944 -.01958 .65755 .18152 
For me, reading books or magazines has been 
an important way to learn about HIV/AIDS. .14269 .04761 .75287 -.10381 
For me, reading newspapers has been an 
important way to learn about HIV/AIDS. .09810 .07217 .77318 -.04600 
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(PEER-RISK) (PROXIM) (MEDIA-R) (MEDIA-I) 
Item Factor 1 Factor 2 Factor 3 Factor 4 
Knowing that "Magic Johnson ," a famous 
basketball player , has HIV/ AIDS has made 
me want to learn more about HIV/AIDS. -.11507 -.01313 .07517 .79047 
Knowing that a famous singer I really like has 
died of AIDS would make me want to learn 
more about how I can avoid getting it. -.04378 -.03217 .02461 .93521 
Knowing that a famous movie or TV star I really 
like has died of AIDS would make me want 
to learn more about how I can avoid getting it. -.00251 -.02769 .01924 .95723 
Knowing a famous movie or TV star I really like 
has HIV/AIDS would make me want to learn 
more about how I can avoid getting it. .00105 -.04071 .02419 .95556 
Knowing a famous singer I really like has HIV/ 
AIDS would make me want to learn more 
about how I can avoid getting it. -.00625 -.02648 .02557 .94332 
(R)=ltem reverse coded. 
Factor Correlation Matrix Factor 1 Factor 2 Factor 3 Factor 4 
Factor 1 (PEER RISK) 1.00000 
Factor 2 (AIDS PROXIMITY) -.06495 1.00000 
Factor 3 (MEDIA RESOURCES) -.06287 .06376 1.00000 
Factor 4 (MEDIA INFLUENCE) -.09634 .03554 .21866 1.00000 
Table 18 
Confirmatory Factor Analysis Pattern Matrix and Factor Correlation Matrix for 
Environment Subscales Utilizing a Random 50 Percent Sample 
from 4-Sample Pooled Data (n=228) 
(PEER-RISK) (PROXIM) (MEDIA-R) (MEDIA-I) 
Item Factor 1 Factor 2 Factor 3 Factor 4 
Most of my friends have had sex. .38157 .20810 .02902 -.02064 
One of my close friends does things that could 
lead to them getting AIDS . .34926 .08238 .02243 -.09558 
My close friends insist on using condoms when 
they have sex with a risky partner. (R) .82542 .06719 .07737 .00961 
My close friends think that their partner would not 
mind using a condom when they have sex. (R) .80520 .04618 .07737 -.00186 
My close friends are afraid to ask their partner 
to use a condom when they have sex. -.34955 .06158 -.00381 .00460 
Some of my close friends think that they are 
at risk of getting AIDS . -.29871 .20058 .08749 -.09351 
My close friends think that it's okay for a woman 
to ask a partner to use condoms. (R) .76127 -.01455 .00187 -.02063 
My close friends ask a sex partner to use a 
condom. (R) .83507 -.09317 .07542 -.01354 
If you know someone with HIV/AIDS , how 
old were you when you first knew this 
person with HIV/AIDS? (R) -.00791 .66704 -.03514 .07012 
A family member or close friend has HIV/ AIDS. .14993 .45728 -.08810 .08066 
I kn ow someone with HIV/ AIDS who is not a 
close friend or a member of my family. -.02456 .69820 -.02093 .07128 
I know a gay person who has HIV/AIDS . .03112 .65735 .00048 -.06580 
I know a person who is not gay who has 
HIV/AIDS. -.02663 .81082 -.00971 .00786 
I know a woman who has HIV/AIDS. -.09457 .78900 .06755 .00888 
I know a person who shoots drugs with a 
needle who has HIV/ AIDS. .12199 .56889 .00487 .00977 
I know someone who was tested for AIDS . -.15828 .49733 -.02799 .05522 
For me, watching TV has been an important 
way to learn about HIV/ AIDS . .09733 -.10452 .71712 .04566 
For me, listening to the radio has been an 
important way to learn about HIV/ AIDS . .27946 -.11486 .60528 .09281 
For me, seeing movies in the theater, or on 
video has been an important way to learn 
about HIV/ AIDS. .04256 .01332 .66516 .13148 
For me, reading books or magazines has been 
an important way to learn about HIV/ AIDS . -.12033 .01133 .74643 -.07762 
For me, reading newspapers has been an 
important way to learn about HIV/AIDS. -.06503 .08042 .74895 .01386 
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(PEER-RISK) (PROXIM) (MEDIA-R) (MEDIA-I) 
Item Factor 1 Factor 2 Factor 3 Factor 4 
Knowing that "Magic Johnson ," a famous 
basketball player, has HIV/AIDS has made 
me want to learn more about HIV/ AIDS. .05507 .04578 .10454 .78697 
Knowing that a famous singer I really like has 
died of AIDS would make me want to learn 
more about how I can avoid getting it. .01001 .01008 -.02988 .93593 
Knowing that a famous movie or TV star I really 
like has died of AIDS would make me want 
to learn more about how I can avoid getting it. -.04793 .02794 -.00457 .95968 
Knowing a famous movie or TV star I really like 
has HIV/AIDS would make me want to learn 
more about how I can avoid getting it. -.04474 .01858 .05246 .95501 
Knowing a famous singer I really like has HIV/ 
AIDS would make me want to learn more 
about how I can avoid getting it. -.05816 .020~9 .04668 .94586 
(R)=Item reverse coded. 
Factor Correlation Matrix Factor 1 Factor 2 Factor 3 Factor 4 
Factor 1 (PEER RISK) 1.00000 
Factor 2 (AIDS PROXIMITY) .11966 1.00000 
Factor 3 (MEDIA RESOURCES) .09021 .02871 1.00000 
Factor 4 (MEDIA INFLUENCE) .16882 -.03772 .17884 1.00000 
Table 19 
Response Frequencies for Environment Scale Items (n=239, current sample only) 
Definitel y Not really Somewhat Mostly Definitely 
Items : not true true true true true 
Most of my friends have had sex. 23.8% 19.7% 20.1% 18.4% 18.0% 
Definitel y Probably Not Probabl y Definitel y 
no no sure yes yes 
One of my close friends does things that 
could lead to them getting AIDS . 31.4% 15.5% 18.0% 13.4% 21.8% 
Definitel y Probably Probab ly Definitel y 
no no yes yes 
My close friends insist on using condoms 
when they have sex with a risky partner. 6.3% 22.2% 35.6% 36.0% 
My close friends think that their partner would 
not mind using a condom when they have sex. 3.8 25 .1 41.8 29.3 
My close friends are afraid to ask their partner 
to use a condom when they have sex. 25.9 41.8 22.6 9.6 
Some of my close friends think that they are 
at risk of getting AIDS. 24 .7 44.4 24.3 6.7 
My close friends think that it's okay for a 
woman to ask a partner to use condoms . 2.5 12.6 32.6 52.3 
My close friends ask a sex partner to use a 
condom. 7.5 22.6 31.8 38.1 
12 yrs or 17 yrs or 
younger 13-14 yrs 15-16 yrs older NIA 
If you know someone with HIV/AIDS , how 
old were you when you first knew this 
person with IDV/AIDS? 9.2% 12.6% 4.2% 2.9% 71.1% 
Definitel y Probably Not Probably Definitely 
no no sure yes yes 
A family member or close friend has 
IDV/AIDS . 54.0% 22.2% 17.2% 1.7% 5.0% 
I know someone with HIV/ AIDS who is not a 
close friend or a member of my family. 49.8 11.3 13.8 7.5 17.6 
I know a gay person who has HIV/AIDS. 62.8 13.0 13.0 2.5 8.8 
I know a person who is not gay who has 
HIV/AIDS. 56.5 12.1 13.0 5.4 13.0 
I know a woman who has HIV/AIDS. 62.3 12.1 14.2 4.2 7.1 
I know a person who shoots drugs with a 
needle who has HIV/ AIDS . 67.8 13.8 12.1 0.4 5.9 
I know someone who was tested for AIDS . 36.8 12.1 12.6 7.9 30.5 
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Definitely Not really Somewhat Mostly Definitely 
not true true true true true 
For me, watching TV has been an important 
way to learn about HIV/AIDS . 15.9% 18.0% 36.0% 15.5% 14.6% 
For me, listening to the radio has been an 
important way to learn about HIV/AIDS. 37.2 31.8 18.8 7.1 5.0 
For me, seeing movies in the theater , or on 
video has been an important way to learn 
about HIV/ AIDS. 17.6 20.9 32.2 17.6 11.7 
For me, reading books or magazines has been 
an important way to learn about HIV/ AIDS. 15.9 18.8 36.8 17.6 10.9 
For me, reading newspapers has been an 
important way to learn about HIV/AIDS. 15.5 26.4 33.9 15.1 9.2 
Knowing that "Magic Johnson," a famous 
basketball player, has HIV/ AIDS has made 
me want to learn more about HIV/AIDS. 15.9 25.5 23.8 17.6 17.2 
Knowing that a famous singer I really like has 
died of AIDS would make me want to learn 
more about how I can avoid getting it. 12.6 21.8 25.9 19.2 20.5 
Knowing that a famous movie or TV star I really 
like has died of AIDS would make me want 
to learn more about how I can avoid getting it. 14.2 21.3 23.8 22.2 18.4 
Knowing a famous movie or TV star I really like 
has HIV/ AIDS would make me want to learn 
more about how I can avoid getting it. 13.0 20.1 28 .9 20.9 17.2 
Knowing a famous singer I really like has HIV/ 
AIDS would make me want to learn more 
about how I can avoid getting it. 12.6 22.2 26.8 20.9 17.6 
Table 20 
Exploratory Factor Analysis Pattern Matrix and Factor Correlation Matrix for 
School Education Subscales Utilizing 4-Sample Pooled Data (n=457) 
Item 
How old were you when you had your first class 
in school that talked about HIV/ AIDS? (R) 
I learned a lot about HIV/AIDS in classes 
I took in grade school. 
I learned a lot about HIV/ AIDS in classes 
I took in junior high school. 
I learned a lot about HIV/AIDS in classes 
I took in high school. 
Most of what I learned about HIV/AIDS in my 
classes was from listening to my teacher 
talk about it. 
Most of what I learned about HIV/ AIDS in my 
classes was from movies, books, and/or slides. 
Most of what I learned about HIV/AIDS in my 
classes was from asking the teacher to answer 
my questions about it. 
Most of what I learned about HIV/ AIDS in my 
classes was from doing assignments or projects. 
I learned a lot in my classes about the things people 
do that can cause them to get HIV/AIDS. 
I learned a lot in my classes about what to do if 
I do not want to have sex. 
Most of what I learned about how to practice safer 
sex was from my health or sex education classes. 
I was taught how to keep myself from getting into 
a situation that would put me at risk for getting 
HIV/AIDS. 
It would be easy for me to talk about sex with a 
teacher or school counselor. 
(R)=ltem reverse coded. 
Factor Correlation Matrix 
Factor 1 (SCHOOL EDUCATION) 
Factor 2 (SCHOOL INFLUENCE) 
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(SCHOOL-ED) (SCHOOL-INF) 
(a.=.72) (a.= .75) 
Factor 1 Factor 2 
.53328 -.04741 
.75608 -.12732 
.56986 .31153 
.69650 -.08703 
.46578 .30420 
.52489 .20376 
.58387 .07037 
.59666 -.03092 
.29587 .65715 
.22174 .70489 
.15183 .67993 
.11607 .72191 
-.19229 .38858 
Factor 1 Factor 2 
1.00000 
.28814 1.00000 
Table 21 
Confirmatory Factor Analysis Pattern Matrix and Factor Correlation Matrix for 
School Education Subscales Utilizing a Random 50 Percent Sample 
from 4-Sample Pooled Data (n=228) 
Item 
How old were you when you had your first class 
in school that talked about HIV/AIDS? (R) 
I learned a lot about HIV/ AIDS in classes 
I took in grade school. 
I learned a lot about HIV/ AIDS in classes 
I took in junior high school. 
I learned a lot about HIV/ AIDS in classes 
I took in high school. 
Most of what I learned about HIV/ AIDS in my 
classes was from listening to my teacher 
talk about it. 
Most of what I learned about HIV/ AIDS in my 
classes was from movies, books , and/or slides . 
Most of what I learned about HIV/ AIDS in my 
classes was from asking the teacher to answer 
my questions about it. 
Most of what I learned about HIV/ AIDS in my 
classes was from doing assignments or projects. 
I learned a lot in my classes about the things people 
do that can cause them to get HIV/AIDS. 
I learned a lot in my classes about what to do if 
I do not want to have sex. 
Most of what I learned about how to practice safer 
sex was from my health or sex education classes. 
I was taught how to keep myself from getting into 
a situation that would put me at risk for getting 
HIV/AIDS . 
It would be easy for me to talk about sex with a 
teacher or school counselor. 
(R)=ltem reverse coded . 
Factor Correlation Matrix 
Factor 1 (SCHOOL EDUCATION) 
Factor 2 (SCHOOL INFLUENCE) 
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(SCHOOL-ED) (SCHOOL-INF) 
Factor 1 Factor 2 
.61496 -.06546 
.76211 -.13476 
.58709 .31461 
.68337 -.06029 
.38131 .17463 
.49231 .22621 
.56666 .06862 
.53723 -.01013 
.30068 .65840 
.18601 .72624 
.16250 .68736 
.09334 .73175 
-.18660 .37729 
Factor 1 Factor 2 
1.00000 
.29420 1.00000 
Table 22 
Exploratory Factor Analysis Pattern Matrix and Factor Correlation Matrix for 
Home Education Subscales Utilizing 4-Sample Pooled Data (n=457) 
Item 
It would be easy for me to talk to my mother 
or father(or guardian) about sex. 
Most of what I know about IDV/ AIDS I learned 
from my mother or father (or guardian). 
It would be easy to talk about sex with my brother 
or sister (if you don't have brothers or sisters, 
consider cousins, or other relatives). 
Most of what I know about IDV/AIDS I learned 
from my brother(s) and/or sister(s). 
Factor Correlation Matrix 
Factor 1 (PARENT EDUCATION & INFLUENCE) 
Factor 2 (SIBLING EDUCATION & INFLUENCE) 
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(PARENT) (SIB) 
(o.=.68) (o.= .69) 
Factor 1 Factor 2 
.89362 -.05837 
.84418 .07245 
-.03927 .80933 
.04822 .78050 
Factor 1 Factor 2 
1.00000 
.32250 1.00000 
Table 23 
Confirmatory Factor Analysis Pattern Matrix and Factor Correlation Matrix for 
Home Education Subscales Utilizing a Random 50 Percent Sample 
from 4-Sample Pooled Data (n=228) 
Item 
It would be easy for me to talk to my mother 
or father( or guardian) about sex. 
Most of what I know about IIlV/ AIDS I learned 
from my mother or father (or guardian). 
It would be easy to talk about sex with my brother 
or sister (if you don't have brothers or sisters, 
consider cousins, or other relatives). 
Most of what I know about HIV/ AIDS I learned 
from my brother(s) and/or sister(s). 
Factor Correlation Matrix 
Factor l (PARENT EDUCATION & INFLUENCE) 
Factor 2 (SIBLING EDUCATION & INFLUENCE) 
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(PARENT) (SIB) 
Factor 1 Factor 2 
.87089 -.03082 
.84924 .03510 
-.02954 .82794 
.03353 .80436 
Factor 1 Factor 2 
1.00000 
.33558 1.00000 
Table 24 
Exploratory Factor Analysis Pattern Matrix and Factor Correlation Matrix for 
Peer Education Subscales Utilizing 4-Sample Pooled Data (n=457) 
Item 
It would be easy for me to talk about sex with 
my best friend(s) . 
Most of what I know about HIV/ AIDS I learned 
from my friends . 
When my best friend(s) talk about HIV/AIDS , 
I believe that what they say is true. 
Most of what I know about sex I learned from my friends. 
Factor Correlation Matrix 
Factor l (PEER EDUCATION) 
Factor 2 (PEER INFLUENCE) 
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(PEER-ED) (PEER-INF) 
(a=N/A) (a= .74) 
Factor 1 Factor 2 
.99048 
.00046 
-.09907 
.14170 
Factor 1 
1.00000 
.17987 
.00581 
.86882 
.75149 
.80064 
Factor 2 
1.00000 
Table 25 
Confirmatory Factor Analysis Pattern Matrix and Factor Correlation Matrix for 
Peer Education Subscales Utilizing a Random 50 Percent Sample 
from 4-Sample Pooled Data (n=228) 
Item 
It would be easy for me to talk about sex with 
my best friend(s) . 
Most of what I know about HIV/ AIDS I learned 
from my friends. 
When my best friend(s) talk about HIV/AIDS , 
I believe that what they say is true . 
Most of what I know about sex I learned from my friends. 
Factor Correlation Matrix 
Factor 1 (PEER EDUCATION) 
Factor 2 (PEER INFLUENCE) 
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(PEER-ED) (PEER-INF) 
Factor 1 Factor 2· 
.99634 
-.09674 
.04200 
.05677 
Factor 1 
1.00000 
.17989 
.00457 
.88140 
.71690 
.83944 
Factor 2 
1.00000 
Table 26 
Exploratory Factor Analysis Pattern Matrix and Factor Correlation Matrix for 
Three Major Areas of Education Utilizing 4-Sample Pooled Data (n=457) 
Subscale 
School Education 
School Influence 
Home Education 
Home Influence 
Peer Education 
Peer Influence 
Factor Correlation Matrix 
Factor 1 (SCHOOL EDUC. & INFLUENCE) 
Factor 2 (HOME EDUC. & INFLUENCE) 
Factor 3 (PEER EDUC. & INFLUENCE) 
(SCHOOL) 
(a.= .82) 
Factor 1 
.81799 
.91164 
.09295 
-.01232 
.20842 
-.06957 
Factor 1 
1.00000 
-.22151 
.18966 
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(HOME) (PEERS) 
(a.= .66) (a.= .68) 
Factor 2 Factor 3 
-.06643 .09330 
-.06818 -.19472 
-.83864 -.20417 
-.81084 .31421 
.07800 .46210 
-.08251 .94727 
Factor 2 Factor 3 
1.00000 
-.06256 1.00000 
Table 27 
Confirmatory Factor Analysis Pattern Matrix and Factor Correlation Matrix for 
Three Major Areas for Education Utilizing a Random 50 Percent Sample 
from 4-Sample Pooled Data (n=228) 
(SCHOOL) (HOME) (PEERS) 
Subscale Factor 1 Factor 2 Factor 3 
School Education .90260 -.05114 .12717 
School Influence .90746 -.04554 -.14408 
Home Education -.01592 -.93479 -.16811 
Home Influence .06602 -.71240 .29909 
Peer Education .01203 -.12718 .49687 
Peer Influence -.01814 .16301 .93659 
Factor Correlation Matrix Factor 1 Factor 2 Factor 3 
Factor 1 (SCHOOL EDUC. & INFLUENCE) 1.00000 
Factor 2 (HOME EDUC. & INFLUENCE) -.22000 1.00000 
Factor 3 (PEER EDUCATION & INFLUENCE) .10119 -.14770 1.00000 
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Table 28 
Response Frequencies for Education Scale Items (n=239, current sample only) 
12 yrs or 17 yrs or 
School Education Items : younger 13-14 yrs 15-16 yrs older NIA 
How old were you when you had your first class 
in school that talked about HIV/ AIDS? 2.9% 0.8% 5.4% 40.2% 50.6% 
Definitely Not really Somewhat Mostly Definitely 
not true true true true true 
I learned a lot about HIV/ AIDS in classes 
I took in grade school. 17.6% 22.6% 31.8% 17.6% 10.5% 
I learned a lot about HIV/ AIDS in classes 
I took in junior high school. 15.1 15.5 29.7 24.7 15.1 
I learned a lot about HIV/AIDS in classes 
I took in high school. 27.6 7.5 16.3 18.8 29.7 
Most of what I learned about HIV/ AIDS in my 
classes was from listening to my teacher 
talk about it. 7.1 8.8 25.1 35.6 23.4 
Most of what I learned about HIV/ AIDS in my 
classes was from movies, books, and/or slides. 9.2 16.3 31.0 28.0 15.5 
Most of what I learned about HIV/ AIDS in my 
classes was from asking the teacher to answer 
my questions about it. 21.3 27.2 29 .7 13.8 7.9 
Most of what I learned about HIV/ AIDS in my 
classes was from doing assignments/projects . 33.5 30.5 18.4 11.3 6.3 
I learned a lot in my classes about things people 
do that can cause them to get HIV/ AIDS. 5.4 11.7 15.9 25.9 41.0 
I learned a lot in my classes about what to do 
if I do not want to have sex. 15.5 11.7 19.2 24.3 29.3 
Most of what I learned about how to practice safer 
sex was from my health/sex education classes . 13.4 11.7 20.5 26.4 28.0 
I was taught how to keep myself from getting 
into a situation that would put me at risk for 
getting HIV/AIDS . 7.9 10.0 17.2 23.8 41.0 
It would be easy for me to talk about sex with a 
teacher or school counselor. 38.9 29 .3 18.4 7.9 5.4 
Definitely Not really Somewhat Mostly Definitely 
Home Education Items : not true true true true true 
It would be easy for me to talk to my mother 
or father( or guardian) about sex. 20.9% 24.7% 22.6% 13.4% 18.4% 
Most of what I know about HIV/ AIDS I learned 
from my mother or father (or guardian). 27.2 33.9 24.7 10.9 3.3 
It would be easy to talk about sex with my 
brother or sister (if you don't have brothers or 
sisters, consider cousins , or other relatives) . 20 .5 20.5 23.8 18.4 16.7 
Most of what I know about HIV/ AIDS I learned 
from my brother(s) and/or sister(s). 56.9 25.5 13.4 3.8 0.4 
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Definitely Not really Somewhat Mostly Definitely 
Peer Education Items: not true true true true true 
It would be easy for me to talk about sex with 
my best friend(s). 6.7% 5.4 % 14.2% 22.6% 51.0% 
Most of what I know about HIV/AIDS I learned 
from my friends. 31.0 26.4 20.1 12.1 10.5 
When my best friend(s) talk about HIV/ AIDS, 
I believe that what they say is true. 18.4 21.8 34.7 18.4 6.7 
Most of what I know about sex I learned from 
my friends. 21.3 24.3 20.9 22.6 10.9 
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Table 29 
Group Comparisons by Demographic and Risk Variables Across Four Samples 
Community Conference '93 Conference ' 94 School 
Youth Youth Youth Youth 
(n==l13) (n==l05) (n==l29) (n==ll0) 
Mean SD Mean SD Mean SD Mean SD Significance 
MANOV A, Pillais : 
Demogr_ae_hi cs: E(30, 1323)==18.32* 
Post hoc ANOV A: 
% Participation 57.0% -- 35.0% -- 43.0% 12.0% --
Gender (% M/F) 40/60 41/59 38/62 30/70 n/s 
Age 15.9 1.1 15.3 1.3 15.5 1.6 14.4 1.2 E(3 ,453)==25.60* 
%Living in 
RI, CT, MA (approx 90%) (approx 65%) 41.9% 
--
100.0% -- E(3 ,453)==166.81 * 
% Caucasian 72 .6% -- 86.7% -- 71.3% -- 97.3% -- E(3 ,453)==8.63* 
Grade 10.4 1.9 9.3 1.4 10.3 1.8 9.0 1.6 E(3 ,453)==18.09* 
Religion 2.3 1.6 2.6 1.6 2.8 1.7 2.4 1.7 n/s 
Religiosity 2.6 1.1 2.8 1.3 3.1 1.3 2.7 1.1 E(3 ,453)==3.76** 
% Living with 
both parents 59.3% 
--
75.2% 
-- 69 .8% -- 69.1% n/s 
Mother 's educ. 3.8 1.2 4.1 0.9 3.8 1.0 3.7 1.1 E(3 ,452)==3.62** 
Father's educ. 3.9 1.2 4.3 0.9 4.0 1.0 3.5 1.1 E(3 ,448)==9.61 * 
MANOV A, Pillais: 
Cognitive: E(12 , 1356)== 12.00* 
Post hoc ANOV A: 
Factual Knowl 4.6 0.5 4.5 0.8 4.4 0.7 4.6 0.5 n/s 
Transm Knowl (subscale not yet developed) 3.7 1.3 3.6 1.6 n/s 
Perceived Knowl 4.5 0.7 4.0 0.9 4.3 0.8 4 .2 0.9 E(3,453)==6.95* 
Misconceptions 2.7 1.0 2.5 0.6 2.3 1.2 1.6 0.6 E(3 ,453)==27.80* 
MANOV A, Pillais: 
Attitudinal: E(9, 1359)==2. 75** 
Post hoc ANOV A: 
Perceived Suscep 2.1 1.0 2.0 0.9 1.8 0.7 1.7 0.7 E(3 ,453)==5.64* 
Condom Efficacy 3.8 1.3 3.8 1.2 3.8 1.3 3.7 1.2 n/s 
Homophobia 2.1 0.4 2.2 0.4 2.1 1.0 1.9 0.7 n/s 
MANOV A, Pillais: 
Behavioral: E(l8 ,1350)==5.14* 
Post hoc ANOV A: 
Assert Communic3.8 1.2 4.0 1.1 3.9 1.2 3.8 1.2 n/s 
" Condom use 3.8 1.1 3.9 0.9 3.9 1.1 4.0 1.2 n/s 
Substance Use 1.7 0.6 1.3 0.3 1.4 0 .5 1.5 0.5 E(3 ,453)==12.39* 
Substance Abuse 1.5 0.5 1.5 0 .6 1.4 0.5 1.3 0 .5 n/s 
Partner Risk Hx 1.5 0.5 1.4 0.5 1.4 0.5 1.2 0.5 E{.3,453)==3.60** 
Self Risk Hx 2.1 0.9 1.8 0.9 1.9 1.0 1.6 0.8 E(3 ,453)==6.69* 
( continued on next page) 
* p< .001 ; ** p<.01. 
Note: All subscales are based on a 5-point scale , with 5 indicating highest endorsement of scale. 
336 
Community Conference '93 Conference ' 94 School 
Youth Youth Youth Youth 
(n=l 13) (n=l05) (n=l29) (n=ll0) 
Mean SD Mean SD Mean SD Mean SD Significance 
Sexual Behavior: ANOVA( only) : 
Ss' estim risk 1.8 0.9 2.2 0.9 1.7 0.8 1.7 1.1 £(3 ,453)=6.52* 
% Sexual active 74.0% 
-- 53.0% -- 58.0% 48.0% £(3 ,453)=6 .07* 
Sexually_ active only_: 
Age sex onset 13.3 2.0 12.8 1.5 13.8 1.4 13.2 1.8 £(3 ,264)=3. 97** 
# Part/past yr 2.5 2.1 1.6 1.1 2.3 2.1 2.1 2.4 n/s 
# Part/lifetime 4.3 3.1 3.4 2.5 4.3 3.2 2.5 2.3 £(3 ,264)=5.58* 
% Consistent 
condom users 16.0% 7.0% 1.0% 9.0% n/s 
"Sex risk" 158.4 571.6 41.4 51.2 277.4 648.2 94.8 289.8 n/s 
"Log sex risk" 1.4 0.9 1.3 0.6 1.4 1.1 0.9 0.9 E(3,264)=3.73** 
MANOV A, Pillais : 
Environment: £(12 ,1356)=3.55* 
Post hoc ANOV A: 
Peer Risk 2.4 0.7 2.4 0.6 2.6 0.7 2.2 0.8 £(3 ,453)=5 .00** 
AIDS Proximity 1.9 0.8 1.8 0.7 2.1 0.9 2.0 1.0 n/s 
Media Resources 2. 7 0.8 2.8 0.9 2.8 0.9 2.6 0.9 n/s 
Media Influence 2.9 1.1 2.6 1.1 3.1 1.3 3.0 1.1 £(3 ,453)=3 .68** 
MANOV A, Pillais : 
Education: £(24 ,1344)=5.03* 
Post hoc ANOV A: 
School Education 2. 9 0.7 3.3 0.7 3.1 0.8 3.2 0.6 E(3,453)=4.89* * 
School Influence 3. 3 0.9 3.3 0.7 3.3 1.0 3.3 1.0 n/s 
Parent Education 2.8 1.4 3.0 1.3 2.8 1.3 2.9 1.5 n/s 
Parent Influence 2.1 1.1 2.5 1.2 2.2 1.1 2.4 1.1 n/s 
Sibling Education3 .3 1.3 3.3 1.3 2.9 1.2 2.9 1.5 n/s 
Sibling Influence 1. 9 1.1 2.4 1.3 1.9 1.0 1.4 0.6 £(3 ,453)=17.82* 
Peer Educati on 4.3 0.9 4.0 1.0 4.2 1.1 4.0 1.4 n/s 
Peer Influence 2.7 1.0 2.8 1.0 3.0 1.0 2.3 0.9 E(3,453)=10.60* 
* p <.001 ; ** p <.01. 
Note: All subscales are based on a 5-point scale, with 5 indicating highest endorsement of scale; with 
exception to the "sex risk" composite score computed as number of partners in the past year multiplied by 
the number of unprotected vaginal , oral and anal sex occasions, and "log sex risk" which is the logarithmic 
transformation of the "sex risk" composite score. 
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Table 31 
Summary Table of 88 Confirmatory Factor Analyses for Scale and Subscale Structures 
for Differences on Dichotomized Demographic Variables 
Variable: Age= _::;15 years (n=146) 
%Factor 
No. of items No. of No. of consistency 
Scale/ Variance Concordant varying from inconsistent complex w/original 
Subscale Accounted Al~ha Factor(s) original structure items items structure 
Cognitive: 56.9% .68 Yes 0/19 0/19 0/19 100.0% 
F-KNOWL .77 Yes 0/6 0/6 0/6 100.0 
T-KNOWL .91 Yes 0/4 0/4 0/4 100.0 
P-KNOWL .80 Yes 0/3 0/3 0/3 100.0 
MJSCONCEP .69 Yes 0/6 0/6 0/6 100.0 
Attitudinal: 52.3 .83 No 6/26 1/26 5/26 76.9 
SUSCEPTIBILITY -- .69 No 2/5 1/5 1/5 60.0 
CU EFFICACY .90 Yes 0/7 0/7 0/7 100.0 
HOMOPHOBIA .90 No 4/14 0/14 4/14 71.4 
Behavioral: 82.7 .88 No 6/47 1/47 5/47 87.2 
ASSERTIVENESS**74.6 .91 No 2/10 0/10 2/10 80.0 
SACU .86 No 2/5 0/5 2/5 60.0 
SAPC .94 Yes 0/5 0/5 0/5 100.0 
SUBSTANCE* 41.7 .87 No 1/23 0/23 1/23 95.6 
S-USE .87 Yes 0/8 0/8 0/8 100.0 
S-ABUSE .85 No 1/15 0/15 1/15 93.3 
SEXUAL RISK** 40.0 .73 No 3/14 1/14 2/14 78.6 
PART-RISK HX -- .60 No 2/7 0/7 2/7 71.4 
SELF-RISK HX -- .77 No 1/7 1/7 0/7 85.7 
Environment: 53.8 .76 No 2/26 1/26 1/26 92.3 
PEER-RISK .63 No 2/8 1/8 1/8 75.0 
PROXIMITY .82 Yes 0/8 0/8 0/8 100.0 
MEDIA-RES .80 Yes 0/5 0/5 0/5 100.0 
MEDIA-INF .94 Yes 0/5 0/5 0/5 100.0 
Education: 73.0 .82 No 7/21 0/21 7/21 66.7 
SCHOOL 42.5 .78 No 7/13 0/13 7/13 46.2 
SCHOOL-ED .66 No 6/8 0/8 6/8 25.0 
SCHOOL-INF .72 No 1/5 0/5 1/5 80.0 
HOME 70.0 .60 Yes 0/4 0/4 0/4 100.0 
PARENT-ED single item Yes 0/1 0/1 0/1 100.0 
PARENT-INF single item Yes 0/1 0/1 0/1 100.0 
SIB-ED single item Yes 0/1 0/1 0/1 100.0 
SIB-INF single item Yes 0/1 0/1 0/1 100.0 
PEERS 72.3 .70 Yes 0/4 0/4 0/4 100.0 
PEER-ED single item Yes 0/1 0/1 0/1 100.0 
PEER-INF .70 Yes 0/3 0/3 0/3 100.0 
Total: 21/139 = 84.9% overall consistency 
( continued on next page) 
* 75/146 substance users utilized in analyses. 
** 58/146 sexually active utilized in analyses. 
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Variable: Age = 15 years and older (n=311) 
No. of items No. of 
Scale/ Variance Concordant varying from inconsistent 
Subscale Accounted AlQha Factor(s) original structure items 
Cognitive : 61.9% .69 Yes 0/19 0/19 
F-KNOWL .71 Yes 0/6 0/6 
T-KNOWL .95 Yes 0/4 0/4 
P-KNOWL .89 Yes 0/3 0/3 
l\1ISCONCEP .80 Yes 0/6 0/6 
A ttitudinal : 56.5 .82 No 1/26 0/26 
SUSCEPTIBILITY -- .75 Yes 0/5 0/5 
CU EFFICACY .93 Yes 0/7 0/7 
HOMOPHOBIA .91 No 1/14 0/14 
Behavioral : 84.5 .88 No 9/47 1/47 
ASSERTIVENESS ** 71. 7 .91 Yes 0/10 0/10 
SACU .86 Yes 0/5 0/5 
SAPC .93 Yes 0/5 0/5 
SUBSTANCE* 38.2 .87 No 6/23 1/23 
S-USE .80 No 2/8 1/8 
S-ABUSE .84 No 4/15 0/15 
SEXUAL RISK** 41.5 .77 No 3/14 0/14 
PART-RISK HX -- .69 No 2/7 0/7 
SELF-RISK HX -- .80 No 1/7 0/7 
Environment : 52.6 .80 No 3/26 3/26 
PEER-RISK .69 No 3/8 3/8 
PROXIMITY .82 Yes 0/8 0/8 
MEDIA-RES .76 Yes 0/5 0/5 
MEDIA-INF .96 Yes 0/5 0/5 
Education : 72.5 .81 No 4/21 0/21 
SCHOOL 48.5 .85 No 4/13 0/14 
SCHOOL-ED .77 No 3/8 0/8 
SCHOOL-INF .76 No 1/5 0/5 
HOME 70.9 .64 Yes 0/4 0/4 
PARENT-ED single item Yes 0/1 0/1 
PARENT-INF single item Yes 0/1 0/1 
SIB-ED single item Yes 0/1 0/1 
SIB-INF single item Yes 0/1 0/1 
PEERS 75.0 .60 Yes 0/4 0/4 
PEER-ED single item Yes 0/1 0/1 
PEER-INF .74 Yes 0/3 0/3 
Total: 17/139 = 87.8% overall consistency 
( continued on next page) 
* 186/311 substance users utilized in analyses. 
* * 210/311 sexually active utilized in analyses. 
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% Factor 
No. of consistency 
complex w/original 
items structure 
0/19 100.0% 
0/6 100.0 
0/4 100.0 
0/3 100.0 
0/6 100.0 
1/26 96.2 
0/5 100.0 
0/7 100.0 
1/14 92.9 
8/47 83.0 
0/10 100.0 
0/5 100.0 
0/5 100.0 
5/23 73.9 
1/8 75.0 
4/15 73.3 
3/14 78.6 
2/7 71.4 
1/7 85.7 
0/26 88.5 
0/8 62.5 
0/8 100.0 
0/5 100.0 
0/5 100.0 
4/21 81.0 
4/14 71.4 
3/8 62.5 
1/5 80.0 
0/4 100.0 
0/1 100.0 
0/1 100.0 
0/1 100.0 
0/1 100.0 
0/4 100.0 
0/1 100.0 
0/3 100.0 
Variable: Geographic Location= RI, MA, & CT (n=382) 
No. of items No. of 
Scale/ Variance Concordant varying from inconsistent 
Subscale Accounted AlQha Factor(s) original structure items 
Cognitive: 59.7% .71 Yes 0/19 0/19 
F-KNOWL .73 Yes 0/6 0/6 
T-KNOWL .95 Yes 0/4 0/4 
P-KNOWL .86 Yes 0/3 0/3 
MISCONCEP .74 Yes 0/6 0/6 
A ttitudinal: 50.0 .80 No 4/26 0/26 
SUSCEPTIBILITY -- .72 Yes 0/5 0/5 
CU EFFICACY .92 Yes 0/7 0/7 
HOMOPHOBIA .88 No 4/14 0/14 
Behavioral : 82.5 .88 No 3/47 2/47 
ASSERTIVENESS* 70 .3 .91 Yes 0/10 0/10 
SACU .84 Yes 0/5 0/5 
SAPC .93 Yes 0/5 0/5 
SUBSTANCE* 36.7 .86 No 3/23 2/23 
S-USE .81 No 1/8 1/8 
S-ABUSE .83 No 2/15 1/15 
SEXUAL RISK** 36.1 .71 Yes 0/14 0/14 
PART-RISKHX -- .69 Yes 0/7 0/7 
SELF-RISK HX 
-- .72 Yes 0/7 0/7 
Environment: 51.2 .78 No 2/26 2/26 
PEER-RISK .68 No 2/8 2/8 
PROXIMITY .81 Yes 0/8 0/8 
MEDIA-RES .76 Yes 0/5 0/5 
MEDIA-INF .94 Yes 0/5 0/5 
Education: 72.2 .80 No 1/21 0/21 
SCHOOL 43.7 .81 No 1/13 0/13 
SCHOOL-ED .71 No 1/8 0/8 
SCHOOL-INF .72 Yes 0/5 0/5 
HOME 69.3 .61 Yes 0/4 0/4 
PARENT-ED single item Yes 0/1 0/1 
PARENT-INF single item Yes 0/1 0/1 
SIB-ED single item Yes 0/1 0/1 
SIB-INF single item Yes 0/1 0/1 
PEERS 73.8 .67 Yes 0/4 0/4 
PEER-ED single item Yes Oil 0/1 
PEER-INF .73 Yes 0/3 0/3 
Total: 10/139 = 92.8% overall consistency 
( continued on next page) 
* 219/382 substance users utilized in analyses. 
** 218/382 sexually active utilized in analyses . 
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No. of 
complex 
items 
0/19 
0/6 
0/4 
0/3 
0/6 
4/26 
0/5 
0/7 
4/14 
1/47 
0/10 
0/5 
0/5 
1/23 
0/8 
1/15 
0/14 
0/7 
0/7 
0/26 
0/8 
0/8 
0/5 
0/5 
1/21 
1/13 
1/8 
0/5 
0/4 
0/1 
0/1 
0/1 
0/1 
0/4 
0/1 
0/3 
%Factor 
consistency 
w/original 
structure 
100.0% 
100.0 
100.0 
100.0 
100.0 
84.6 
100.0 
100.0 
71.4 
93.6 
100.0 
100.0 
100.0 
87.0 
87.5 
86.7 
100.0 
100.0 
100.0 
92.3 
75.0 
100.0 
100.0 
100.0 
95.3 
92.3 
87.5 
100.0 
100.0 
100.0 
100.0 
100.0 
100.0 
100.0 
100.0 
100.0 
Variable: Geographic Location= NH, NJ, ME, NY, PA, OH, DE, VT, 
Bermuda , Jamaica , Cayman Islands (rr-=75) 
%Factor 
No. of items No. of No. of consistency 
Scale/ Variance Concordant varying from inconsistent complex w/original 
Subscale Accounted AlQha Factor(s) original structure items items structure 
Cognitive: 66.9 .70 No 1/19 0/19 1/19 94.7% 
F-KNOWL .80 No 1/6 0/6 1/6 83.3 
T-KNOWL .88 Yes 0/4 0/4 0/4 100.0 
P-KNOWL .81 Yes 0/3 0/3 0/3 100.0 
MISCONCEP .87 Yes 0/6 0/6 0/6 100.0 
A ttitudinal : 69.2 .87 No 1/26 0/26 1/26 96.2 
SUSCEPTIBILITY -- .81 Yes 0/5 0/5 0/5 100.0 
CU EFFICACY .94 No 1/7 0/7 1/7 85.7 
HOMOPHOBIA .96 Yes 0/14 0/ 14 0/14 100.0 
Behavioral: 88.8 .90 No 8/47 0/47 8/47 83.0 
ASSERTIVENESS** 81. 7 .93 No 1/10 0/10 1/10 90.0 
SACU .90 No 1/5 0/5 1/5 80.0 
SAPC .96 Yes 0/5 0/5 0/5 100.0 
SUBSTANCE* 52.0 .90 No 4/23 0/23 4/23 82.6 
S-USE .87 Yes 0/8 0/8 0/8 100.0 
S-ABUSE .89 No 4/15 0/ 15 4/15 73.3 
SEXUAL RISK** 48.9 .82 No 3/14 0/14 3/14 78.6 
PART-RISK HX -- .67 No 2/7 0/7 2/7 71.4 
SELF-RISK HX 
-- .87 No 1/7 0/7 1/7 85.7 
Environment: 60.9 .71 No 2/26 0/26 2/26 92.3 
PEER-RISK .80 No 2/8 0/8 2/8 75.0 
PROXIMITY .85 Yes 0/8 0/8 0/8 100.0 
MEDIA-RES .65 Yes 0/5 0/5 0/5 100.0 
MEDIA-INF .99 Yes 0/5 0/5 0/5 100.0 
Education: 75.4 .85 No 4/21 0/21 4/21 81.0 
SCHOOL 55.0 .87 No 4/ 13 0/13 4/13 69.2 
SCHOOL-ED .78 No 4/8 0/8 4/8 50.0 
SCHOOL-INF .86 Yes 0/5 0/5 0/5 100.0 
HOME 75.2 .69 Yes 0/4 0/4 0/4 100.0 
PARENT -ED single item Yes 0/1 0/1 0/1 100.0 
PARENT -INF single item Yes 0/1 0/1 0/1 100.0 
SIB-ED single item Yes 0/1 0/1 0/1 100.0 
SIB-INF single item Yes 0/1 0/1 0/1 100.0 
PEERS 74.7 .66 Yes 0/4 0/4 0/4 100.0 
PEER-ED single item Yes 0/1 0/1 0/1 100.0 
PEER-INF .71 Yes 0/3 0/3 0/3 100.0 
Total: 16/ 139 = 88.5% overall consistency 
( contin u ed on next page) 
* 42/75 substance users utilized in analyses. 
** 50/75 sexually active utilized in analyses . 
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Variable: Ethnicity = Caucasian (n=372) 
No. of items No. of 
Scale/ Variance Concordant varying from inconsistent 
Subscale Accounted Alpha Factor(s) original structure items 
Cognitive: 59.7% .73 Yes Oll9 0/ 19 
F-KNOWL .73 Yes 0/6 0/6 
T-KNOWL .92 Yes 0/4 0/4 
P-KNOWL .86 Yes 0/3 0/3 
MISCONCEP .75 Yes 0/6 0/6 
Attitudinal: 51.4 .82 No 1/26 0/26 
SUSCEPTIBilJTY -- .75 Yes 0/5 0/5 
CU EFFICACY .92 Yes 0/7 0/7 
HOMOPHOBIA .89 No 1/14 0ll4 
Behavioral: 82.9 .87 No 8/47 1/47 
ASSERTIVENESS**72.6 .91 Yes 0/10 OllO 
SACU .87 Yes 0/5 0/5 
SAPC .94 Yes 0/5 0/5 
SUBSTANCE* 35.7 .85 No 5/23 1/23 
S-USE .81 No 1/8 1/8 
S-ABUSE .81 No 4/ 15 0/15 
SEXUAL RISK** 38.9 .74 No 3/14 0/14 
PART-RISK HX -- .65 No 2/7 0/7 
SELF-RISK HX 
-- .75 No 1/7 0/7 
Environment: 52.2 .78 No 2/26 0/26 
PEER-RISK .67 No 2/8 0/8 
PROXIMITY .82 Yes 0/8 0/8 
MEDIA-RES .77 Yes 0/5 0/5 
MEDIA -INF .96 Yes 0/5 0/5 
Education : 71.5 .80 No 4/21 0/21 
SCHOOL 43.1 .80 No 4/13 0/13 
SCHOOL-ED .70 No 3/8 0/8 
SCHOOL-INF .74 No 1/5 0/5 
HOME 70.1 .60 Yes 0/4 0/4 
PARENT -ED single item Yes Oil 0/ 1 
PARENT -INF single item Yes Oil Oil 
SIB-ED single item Yes 0/ 1 0/ 1 
SIB-INF single item Yes 0/ 1 0/ 1 
PEERS 71.9 .67 Yes 0/4 0/4 
PEER -ED single item Yes Oil Oil 
PEER-INF .70 Yes 0/3 0/3 
Total: 15/ 139 = 89.2% overall consistency 
( continued on next page) 
* 198/372 substance users utilized in analyses . 
** 199/372 sexually active utilized in analyses. 
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%Fact or 
No. of consistency 
complex w/original 
items structure 
Oll9 100.0% 
0/6 100.0 
0/4 100.0 
0/3 100.0 
0/6 100.0 
1/26 96.2 
0/5 100.0 
0/7 100.0 
1/14 93.6 
7/47 83.0 
0/10 100.0 
0/5 100.0 
0/5 100.0 
4/23 82.6 
0/8 87.5 
4/ 15 73.3 
3/14 78.6 
2/7 71.4 
1/7 85.7 
2/26 92.3 
2/8 75.0 
0/8 100.0 
0/5 100.0 
0/5 100.0 
4/21 81.0 
4/ 13 69.2 
3/8 62.5 
1/5 80.0 
0/4 100.0 
0/1 100.0 
0/1 100.0 
0/1 100.0 
0/ 1 100.0 
0/4 100.0 
Oil 100.0 
0/3 100.0 
Variable: Ethnicity= African-, Asian-, Hispanic-Americans & "other" (n=85) 
No. of items No. of 
Scale/ Variance Concordant varying from inconsistent 
Subscale Accounted Alpha Factor(s) original structure items 
Cognitive: 61.4% .69 No 2/19 0/19 
F-KNOWL .78 Yes 0/6 0/6 
T-KNOWL .80 No 1/4 0/4 
P-KNOWL .85 Yes 0/3 0/3 
l\1ISCONCEP .80 No 1/6 0/6 
A ttitudinal : 60.7 .83 No 5/26 0/26 
SUSCEPTIBILITY -- .63 No 2/5 0/5 
CU EFFICACY .95 Yes 0/7 0/7 
HOMOPHOBIA .93 No 3/14 0/14 
Behavioral : 83.9 .90 No 9/47 1/47 
ASSERTIVENESS ** 75. 3 .91 No 2/10 0/10 
SACU .83 No 2/5 0/5 
SAPC .93 Yes 0/5 0/5 
SUBSTANCE* 49.1 .91 No 6/23 1/23 
S-USE .81 No 1/8 1/8 
S-ABUSE .90 No 51l5 0/15 
SEXUAL RISK** 43.1 .76 No 1/14 0/14 
. PART-RISK HX -- .68 Yes 0/7 0/7 
SELF-RISK HX 
-- .82 No 1/7 0/7 
Environment : 56.9 .80 No 1/25 0/25 
PEER-RISK .67 No 1/8 0/8 
PROXIMITY .83 Yes 0/8 0/8 
MEDIA-RES .79 Yes 0/5 0/5 
MEDIA-INF .95 Yes 0/5 0/5 
Education : 78.6 .86 No 4/21 1/21 
SCHOOL 52.9 .87 No 4/13 1/13 
SCHOOL-ED .78 No 3/8 0/8 
SCHOOL-INF .80 No 1/5 1/5 
HOME 75.3 .70 No 1/4 0/4 
PARENT-ED single item Yes Oil 0/1 
PARENT-INF single item Yes 0/1 0/1 
SIB-ED single item Yes 0/1 0/1 
SIB-INF single item No 1/1 0/1 
PEERS 82.3 .70 Yes 0/4 0/4 
PEER-ED single item Yes Oil 0/1 
PEER-INF .85 Yes 0/3 0/3 
Total: 21/139 = 84.9% overall consistency 
( continued on next page) 
* 63/85 substance users utilized in analyses . 
** 69/85 sexually active utilized in analyses . 
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%Factor 
No. of consistency 
complex w/original 
items structure 
2/19 89.5% 
0/6 100.0 
1/4 75.0 
0/3 100.0 
1/6 83.3 
5/26 80.8 
2/5 60.0 
0/7 100.0 
3/14 78.6 
8/47 80.9 
2/10 80.0 
2/5 60.0 
0/5 100.0 
5/23 73.9 
0/8 87.5 
5/15 66.7 
1/14 92.9 
0/7 100.0 
1/7 85.7 
1/25 96.0 
1/8 87.5 
0/8 100.0 
0/5 100.0 
0/5 100.0 
3/21 81.0 
3/13 71.4 
3/8 62.5 
0/5 80.0 
1/4 75.0 
0/1 100.0 
0/1 100.0 
0/1 100.0 
1/1 0.0 
0/4 100.0 
0/1 100.0 
0/3 100.0 
Variable: Socioeconomic Estimate = Lower to Middle Class 
(father ' s education high school graduate or less) (n=168) 
%Factor 
No. of items No. of No. of consistency 
Scale/ Variance Concordant varying from inconsistent complex w/original 
Subscale Accounted Al~ha Factor(s} original structure items items structure 
CogJJ_itive: 58.1% .69 Yes 0/19 0/19 0/19 100.0% 
F-KNOWL .70 Yes 0/6 0/6 0/6 100.0 
T-KNOWL .92 Yes 0/4 0/4 0/4 100.0 
P-KNOWL .84 Yes 0/3 0/3 0/3 100.0 
MISCONCEP .77 Yes 0/6 0/6 0/6 100.0 
A ttitudinal : 54.5 .81 No 5/26 0/26 5/26 80.8 
SUSCEPTIBILITY -- .73 Yes 0/5 0/5 0/5 100.0 
CU EFFICACY .92 Yes 0/7 0/7 0/7 100.0 
HOMOPHOBIA .91 No 5/14 0/14 5/14 64.3 
Behavioral : 84.8 .89 No 5/47 2/47 3/47 89.4 
ASSERTIVENESS**74.0 .92 No 2/10 0/10 2/10 80.0 
SACU .86 No 2/5 0/5 2/5 60.0 
SAPC .94 Yes 0/5 0/5 0/5 100.0 
SUBSTANCE* 41.5 .88 No 2/23 1/23 1/23 91.3 
S-USE .83 No 1/8 1/8 0/8 87.5 
S-ABUSE .86 No 1/15 0/15 1/15 93.3 
SEXUAL RISK** 41.2 .76 No 1/14 1/14 0/14 93.6 
PART-RISK HX -- .67 No 1/7 1/7 0/7 85.7 
SELF-RISK HX 
-- .81 Yes 0/7 0/7 0/7 100.0 
Environment : 55.1 .80 No 2/26 0/26 2/26 92.3 
PEER-RISK .73 No 2/8 0/8 2/8 75.0 
PROXIMITY .83 Yes 0/8 0/8 0/8 100.0 
MEDIA-RES .78 Yes 0/5 0/5 0/5 100.0 
MEDIA-INF .95 Yes 0/5 0/5 0/5 100.0 
Education : 73.4 .80 No 5/21 0/21 5/21 76.2 
SCHOOL 46.7 .82 No 5/13 0/13 5/13 61.5 
SCHOOL-ED .71 No 4/8 0/8 4/8 50.0 
SCHOOL-INF .72 No 1/5 0/5 1/5 80.0 
HOME 69.0 .61 Yes 0/4 0/4 0/4 100.0 
PARENT-ED single item Yes 0/1 0/1 0/1 100.0 
PARENT-INF single item Yes 0/1 0/1 0/1 100.0 
SIB-ED single item Yes 0/1 0/1 0/1 100.0 
SIB-INF single item Yes 0/1 0/1 0/1 100.0 
PEERS 77.5 .68 Yes 0/4 0/4 0/4 100.0 
PEER-ED single item Yes 0/1 0/1 0/1 100.0 
PEER-INF .78 Yes 0/3 0/3 0/3 100.0 
Total: 17/139 = 87.8% overall consistency 
( continued on next page) 
* 108/168 substance users utilized in analyses . 
** 101/168 sexually active utilized in analyses . 
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Variable: Socioeconomic Estimate= Middle to Upper Class 
(father ' s education greater than high school graduate) (n=284) 
No. of items No. of 
Scale/ Variance Concordant varying from inconsistent 
Subscale Accounted Alpha Factor(s) original structure items 
CogJJ_itive: 62.3% .76 Yes 0/19 0/19 
F-KNOWL .77 Yes 0/6 0/6 
T-KNOWL .95 Yes 0/4 0/4 
P-KNOWL .86 Yes 0/3 0/3 
MISCONCEP .78 Yes 0/6 0/6 
A ttitudinal: 53.8 .83 No 1/26 1/26 
SUSCEPTIBILITY -- .73 Yes 0/5 0/5 
CU EFFICACY .92 Yes 0/7 0/7 
HOMOPHOBIA .91 No 1/14 1/14 
Behavioral: 83.6 .87 No 6/47 1/47 
ASSERTIVENESS*71.8 .91 Yes 0/10 0/10 
SACU .86 Yes 0/5 0/5 
SAPC .93 Yes 0/5 0/5 
SUBSTANCE* 41.5 .86 No 2/23 1/23 
S-USE .81 No 1/8 1/8 
S-ABUSE .83 No 1/15 0/15 
SEXUAL RISK* * 39.0 .74 No 4/14 0/14 
PART-RISKHX -- .63 No 2/7 0/7 
SELF-RISK HX -- .76 No 2/7 0/7 
Environment: 53.1 .79 No 2/26 0/26 
PEER-RISK .67 No 2/8 0/8 
PROXIMITY .83 Yes 0/8 0/8 
MEDIA-RES .76 Yes 0/5 0/5 
MEDIA-INF .96 Yes 0/5 0/5 
Education : 71.6 .82 No 1/21 0/21 
SCHOOL 45.0 .83 No 1/13 0/13 
SCHOOL-ED .73 No 1/8 0/8 
SCHOOL-INF .77 Yes 0/5 0/5 
HOME 70.8 .65 Yes 0/4 0/4 
PARENT-ED single item Yes 0/1 0/1 
PARENT-INF single item Yes 0/1 0/1 
SIB-ED single item Yes 0/1 0/1 
SIB-INF single item Yes 0/1 0/1 
PEERS 74.7 .69 Yes 0/4 0/4 
PEER-ED single item Yes 0/1 0/1 
PEER-INF .71 Yes 0/3 0/3 
Total: 10/139 = 92.8% overall consistency 
* 150/284 substance users utilized in analyses . 
** 164/284 sexually active utilized in analyses. 
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No. of 
complex 
items 
0/19 
0/6 
0/4 
0/3 
0/6 
0/26 
0/5 
0/7 
0/14 
5/47 
0/10 
0/5 
0/5 
1/23 
0/8 
1/15 
4/14 
2/7 
2/7 
2/26 
2/8 
0/8 
0/5 
0/5 
1/21 
1/13 
1/8 
0/5 
0/4 
0/1 
0/1 
0/1 
0/1 
0/4 
0/1 
0/3 
%Factor 
consistency 
w/original 
structure 
100.0% 
100.0 
100.0 
100.0 
100.0 
96.2 
100.0 
100.0 
92.9 
87.2 
100.0 
100.0 
100.0 
91.3 
87.5 
93.3 
71.4 
71.4 
71.4 
92.3 
75.0 
100.0 
100.0 
100.0 
95.2 
92.3 
87.5 
100.0 
100.0 
100.0 
100.0 
100.0 
100.0 
100.0 
100.0 
100.0 
Table 32 
Descriptive Statistics for Subscale Variables by Gender and Sexual Activity 
Sexually Active Youth Sexually Nonactive Youth All Participants 
Young Young Young Young Young Young 
Men Women Total Men Women Total Men Women Total 
(n=63) (n=65) (n=l28) (n=l9) (n=92) (n=lll) (n=82) (n=l57) (n=239) 
M SD M SD M SD M SD M SD M SD M SD M SD M SD 
Cognitive : 
F-KNOWL 4.2 0.9 4.6 0.4 4.4 0.7 4.4 0.6 4.6 0.5 4.6 0.5 4.2 0.8 4.6 0.5 4.5 0.6 
T-KNOWL 3.5 1.2 3.8 1.5 3.7 1.4 3.4 1.3 3.6 1.6 3.6 1.5 3.5 1.2 3.7 1.5 3.6 1.4 
P-KNOWL 4.1 0.9 4.5 0.7 4.3 0.8 4.0 1.1 4.3 0.8 4.2 0.9 4.1 0.9 4.4 0.8 4.3 0.8 
MISCON 2.8 1.1 1.9 0.9 2.3 1.1 1.5 0.5 1.7 0.7 1.7 0.7 2.5 1.2 1.8 0.8 2.0 1.0 
Attitudinal: 
SUSCEPT 2.4 0.8 1.6 0.6 2.0 0.8 1.7 0.6 1.4 0.5 1.5 0.6 2.2 0.8 1.5 0.6 1.7 0.7 
EFFICACY 3.3 1.1 3.6 1.2 3.4 1.1 3.6 1.4 4.2 1.2 4.1 1.2 3.3 1.2 3.9 1.2 3.7 1.2 
HOMOPH 2.7 1.1 1.7 0.6 2.2 1.0 1.8 0.6 1.7 0.7 1.7 0.7 2.5 1.1 1.7 0.7 2.0 0.9 
Behavioral: 
SACU 3.6 1.0 3.1 1.2 3.3 1.1 4.3 0.9 4.8 0.5 4.7 0.6 3.8 1.0 4.1 1.2 4.0 1.1 
SAPC 3.7 1.0 2.8 1.1 3.3 1.2 4.1 1.0 4.6 0.7 4.5 0.8 3.8 1.0 3.9 1.3 3.9 1.2 
S-USE 1.8 0.6 1.5 0.5 1.7 0.6 1.3 0.3 1.2 0.3 1.2 0.3 1.7 0.6 1.3 0.4 1.4 0.5 
S-ABUSE 1.7 0.7 1.3 0.5 1.5 0.6 1.2 0.4 1.2 0.3 1.2 0.3 1.6 0.6 1.2 0.4 1.3 0.5 
PART-RISK 1.6 0.4 1.7 0.5 1.7 0.5 0.9 0.1 0.9 0.1 0.9 0.1 1.5 0.5 1.2 0.5 1.3 0.5 
SELF-RISK 2.8 0.7 2.2 0.5 2.5 0.7 0.9 0.0 0.9 0.0 0.9 0.0 2.4 1.0 1.4 0.7 1.8 1.0 
Environment: 
PEER-RISK 2.9 0.7 2.6 0.8 2.7 0.7 2.0 0.4 2.0 0.6 2.0 0.6 2.7 0.7 2.3 0.7 2.4 0.8 
PROXIMITY 2.4 0.9 2.2 1.0 2.3 0.9 1.6 0.7 1.7 0.9 1.7 0.9 2.2 0.9 1.9 1.0 2.0 1.0 
MEDIA-RES 2.8 1.0 2.8 0.9 2.8 0.9 2.2 0.8 2.7 0.9 2.6 0.9 2.7 1.0 2.7 0.9 2.7 0.9 
MEDIA-INF 3.1 1.3 2.9 1.2 3.0 1.2 2.9 1.4 3.2 1.1 3.1 1.2 3.1 1.3 3.1 1.2 3.1 1.2 
Education : 
SCHOOL-ED 3 .1 0.7 3.3 0.7 3.2 0.7 2.8 0.6 3.1 0.7 3.1 0.7 3.0 0.7 3.2 0.7 3.1 0.7 
SCHOOL-INF 3 .0 0.9 3.6 0.9 3.3 1.0 2.9 1.2 3.5 0.9 3.4 1.0 3.0 1.0 3.5 0.9 3.3 1.0 
PARENT-ED 2.7 1.3 2.8 1.5 2.8 1.4 2.8 1.6 3.0 1.4 2.9 1.4 2.7 1.4 2.9 1.4 2.8 1.4 
PARENT-INF 1. 9 1.0 2.3 1.1 2.1 1.1 2.2 1.2 2.6 1.0 2.5 1.1 2.0 1.0 2.5 1.1 2.3 1.1 
SIB-ED 2.9 1.4 3.0 1.3 2.9 1.4 2.5 1.7 3.0 1.3 2.9 1.4 2.8 1.5 3.0 1.3 2.9 1.4 
SIB-INF 1.8 1.0 1.7 0.9 1.7 0.9 1.3 0.8 1.6 0.8 1.6 0.8 1.7 0.9 1.6 0.9 1.7 0.9 
PEER-ED 3.8 1.4 4.4 1.1 4.1 1.3 3.5 1.4 4.1 1.1 4.0 1.2 3.8 1.4 4.2 1.1 4.1 1.2 
PEER-INF 3.0 1.2 2.7 0.9 2.9 1.1 2.1 0.9 2.4 0.8 2.4 0.8 2.8 1.2 2.6 0.9 2.7 1.0 
Table 33 
Age of Sexual Debut by Gender Reported by the Sexually Active Participants (n=l28) 
Young Men 
n % 
10 years old 7 (11.1) 
11 years old 4 ( 6.3) 
12 years old 8 ( 12.7) 
13 years old 18 ( 28.6) 
14 years old 18 ( 28.6) 
15 years old 5 ( 7.9) 
16 years old 2 ( 3.2) 
17 years old 1 ( 1.6) 
Total active: 63 (100 .0) 
Mean age: 13.0 (SD= 1.6) 
Nonactive 19 (17.1) 
Young Women 
n % 
1 ( 1.5) 
2 ( 3.1) 
4 ( 6.4) 
10 ( 15.4) 
27 ( 41.5) 
12 ( 18.5) 
6 ( 9.2) 
3 ( 4.6) 
65 (100.0) 
14.1 (SD=l.4) 
92 ( 82.9) 
348 
Total 
n % 
8 ( 6.3) 
6 ( 4.7) 
12 ( 9.4) 
28 ( 21.9) 
45 ( 35.2) 
17 ( 13.3) 
8 ( 6.3) 
4 ( 3.1) 
128 (100.0) 
13.6 (SD= 1.6) 
111 (100.0) 
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Table 35 
Multiple Regression (3 Weights, and sr2 Predictors of Sexual Assertiveness 
Among all Participants by Gender 
Young Men (n=82) 
Standard Correlation sr2 
Predictor Variable Mean Deviation (withDV) £3. I (unique) 
Factual AIDS Knowledge 4.23 .79 .35 .033645 .25 .00 
Transmission AIDS Knowledge 3.49 1.23 .23 .037278 .34 .05 
Perceived AIDS Knowledge 4.06 .92 .34 .318960 2.50** .10 
Misconceptions t 2.46 1.16 -.44** -.242744 -1.76 .03 
Perceived Susceptibility for Risk 2.23 .77 -.34 .085210 .62 .00 
Homophobia 2.50 1.05 -.32 -.081172 -.63 .03 
Substance Use 1.70 .61 -.34 -.069336 -.47 .00 
Substance Abuse 1.56 .63 -.36 -.231186 -1.78 .13 
B. = .58, R2 = .34, Adjusted R2 = .27, E(8, 73) = 4. 70, p < .001. 
Young Women (n=157) 
Standard Correlation sr2 
Predictor Variable Mean Deviation (withDV) £3. I (unique) 
Factual AIDS Knowledge 4.62 .45 .10 .041823 .59 .01 
Transmission AIDS Knowledge 3.71 1.54 -.06 -.057033 -.82 .00 
Perceived AIDS Knowledge 4.36 .76 -.01 .004083 .06 .00 
Misconceptions 1.77 .82 -.19 -.166200 -2.29** .02 
Perceived Susceptibility for Risk 1.48 .57 -.31 -.157662 -2 .15** .04 
Homophobia 1.71 .65 -.17 -.125097 -1.77 .03 
Substance Use 1.31 .39 -.46 -.431971 -4.85* .11 
Substance Abuse 1.23 .39 -.31 -.250678 -3.30* .10 
B. = .56, R2 = .3 l, Adjusted R2 = .27, E(8, 148) = 8.26, p < .001. 
* p < .001; ** p < .05. 
t Post hoc significance only. 
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Table 36 
Multiple Regression {3 Weights, and sr2 Predictors of AIDS Risk by Cognitive, Attitudinal 
and Behavioral Area, Among the Sexually Active Young Men (n=63) 
Standard Correlation 
Predictor Variable Mean Deviation (with DY) {1 
Cognitive MRA Results: 
Factual AIDS Knowledge 4.19 .85 -.02 .092753 
Transmission AIDS Knowledge 3.52 1.20 .04 .044268 
Perceived AIDS Knowledge 4.01 .87 .05 .012953 
Misconceptions 2.75 1.14 .39 .429577 
B. = .40, R2 = .16, Adjusted R2 = .11, E(4 , 58) = 2 .83, p < .05. 
Attitudinal MRA Results: 
Perceived Susceptibility for Risk 2.38 .76 .48 .440586 
Condom Use Efficacy 3.26 1.07 -.15 .091375 
Homophobia 2.70 1.07 .34 .196211 
B. = .52, R2 = .27, Adjusted R2 = .23, E(3 , 59) = 7.17, p < .001. 
Behavioral MRA Results: 
Sexual Assertiveness 
Partner Communication 3.72 1.01 -.20 -.034411 
Condom Uset 3.59 .98 -.48 ** -. 180178 
Substance Uset 1.83 .63 .54** -.125973 
Substance Abuse t 1.68 .65 .40*** -.132459 
Partner Risk History 1.63 .41 .66 .302724 
Self Risk History 2.80 .70 .76 .667984 
B. = .82, R2 = .68, Adjusted R2 = .64, E(6 , 56) = 19.35, p < .001. 
* p < .001; ** p < .0l; *** p < .05. 
t Post hoc significance only. 
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? 
sr 
I (unique) 
.53 .00 
.32 .00 
.08 .01 
3.29** .15 
3.46* .15 
.74 .02 
1.57 .10 
-.37 .02 
-1.75 .06 
-.97 .04 
-1.33 .16 
3.10** .28 
4.51 * .12 
Table 37 
Multiple Regression {3 Weights, and sr2 Predictors of AIDS Risk by Cognitive, Attitudinal 
and Behavioral Area, Among the Sexually Active Young Women (n=65) 
Standard Correlation 
Predictor Variable Mean Deviation (with DY) {j_ 
Cognitive MRA Results: 
Factual AIDS Knowledge 4.61 .41 -.11 -.105126 
Transmission AIDS Knowledge 3.83 1.47 .19 .128740 
Perceived AIDS Knowledge 4 .51 .65 .15 .149557 
Misconceptions 1.85 .93 .16 .151776 
B. = .27, R2 = .07, Adjusted R 2 = .01, £(4, 60) = 1.18, p = n/s. 
Attitudinal MRA Results: 
Perceived Susceptibility for Risk 1.62 .61 .39 .315591 
Condom Use Efficacy 3.58 1.19 -.46 -.381632 
Homophobia 1.71 .61 .14 .044420 
B. = .55, R2 = .30, Adjusted R2 = .27, £(3, 61) = 8.87, p < .001. 
Behavioral MRA Results: 
Sexual Assertiveness 
Partner Communication 2 .84 1.14 -.25 -.258856 
Condom Use 3.09 1.24 -.47 -.448680 
Substance Use 1.48 .48 .35 .129751 
Substance Abuse 1.32 .45 .35 .087409 
Partner Risk Histor/ 1.66 .54 .45** .218115 
Self Risk Histor/ 2 .25 .45 .45** .141667 
B. = .62, R2 = .39, Adjusted R2 = .32, £(6, 58) = 6 .05, p < .001 . 
* p < .001; ** p < .0I; *** p < .05. 
t Post hoc significance only. 
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sr2 
I (unique) 
- .83 .01 
1.02 .01 
1.20 .02 
1.20 .03 
2.89** .09 
-3.41 * .21 
.41 .00 
1.81 *** .02 
-3.24** .15 
.90 .01 
.61 .13 
1.66 .06 
.98 .02 
Table 38 
Multiple Regression {3 Weights, and sr2 Predictors of Participants' 
Self-rated Level of AIDS Risk by Cognitive, Attitudinal and Behavioral Area, 
Among the Sexually Active Young Men (n=63) 
Standard Correlation sr2 
Predictor Variable Mean Deviation (with DY) £J. I (unique) 
Cognitive MRA Results: 
Factual AIDS Knowledge 4 .19 .85 .10 .206869 1.12 .02 
Transmission AIDS Knowledge 3.52 1.20 -.10 -.158385 -1.08 .01 
Perceived AIDS Knowledge 4.06 .87 .08 .006856 .04 .01 
Misconceptions 2.75 1.14 .10 .120900 .87 .01 
R = .22, R2 = .05, Adjusted R2 = -.02, E(4, 58) = .75, p = n/s. 
Attitudinal MRA Results: 
Perceived Susceptibility for Risk 2.38 .76 .24 .238400 1.65 .05 
Condom Use Efficacy 3.26 1.07 -.10 -.015458 -.11 .00 
Homophobia 2.70 1.07 .09 -.009695 -.07 .01 
R = .24, R2 = .06, Adjusted R2 = .0l, E(3, 59) = 1.21, p = nls. 
Behavioral MRA Results: 
Sexual Assertiveness 
Partner Communication 3.72 1.01 .06 .236393 1.63 .00 
Condom Use 3.59 .98 -.19 -.279765 -1 .77 .09 
Substance Use 1.83 .63 .26 .261937 1.31 .06 
Substance Abuse 1.68 .65 -.03 -.390664 -2.56* .03 
Partner Risk History 1.63 .41 .28 .212333 1.42 .03 
Self Risk History 1.86 .80 .29 .095951 .42 .02 
R = .48, R2 = .23, Adjusted R2 = .15, £(6 , 56) = 2.84, p < .05. 
* p < .01. 
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Table 39 
Multiple Regression (3 Weights, and sr2 Predictors of Participants' 
Self-rated Level of AIDS Risk by Cognitive, Attitudinal and Behavioral Area, 
Among the Sexually Active Young Women (n=65) 
Standard Correlation sr2 
Predictor Variable Mean Deviation (with DY) [j_ I (unique) 
Cognitive MRA Results: 
Factual AIDS Knowledge 4.61 .41 - .04 -.071436 -.55 .01 
Transmission AIDS Knowledge 3.83 1.47 .08 .083721 .65 .00 
Perceived AIDS Knowledge 4.51 .65 -.02 -.031089 - .24 .00 
Misconceptions 1.85 .93 -.13 -.139640 -1 .08 .02 
R = .17, R2 = .03, Adjusted R2 = -.04, E( 4, 60) = .44, p = nls . 
Attitudinal A1RA Results: 
Perceived Susceptibility for Risk 1.62 .61 .22 .207618 1.64 .00 
Condom Use Efficacy 3.58 1.19 - .11 -.086310 -.66 .06 
Homophobia 1.71 .61 - .06 - .079194 -.62 .00 
R = .24, R2 = .06, Adjusted R2 = .01, E(3 , 59) = 1.21, p = n!s. 
Behavioral MRA Results: 
Sexual Assertiveness 
Partner Communication 2.84 1.14 - .31 - .041084 -.28 .10 
Condom Use 3.09 1.24 - .25 .010955 .08 .00 
Substance Use t 1.48 .48 .50* .256720 1.76 .03 
Substance Abuset 1.32 .45 .48* .163052 1.13 .15 
Partner Risk History 1.66 .54 .47 .274513 2.06** .08 
Self Risk Historyt 2.25 .45 .43* .048231 .33 .01 
R = .61, R2 = .37, Adjusted R2 = .31, E(6, 58) = 5.70, p < .001. 
* p < .01; ** p < .05 . 
t Post hoc significance only . 
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Table 40 
Multiple Regression (3 Weights, and sr2 Predictors of Participants' 
Self-rated Level of AIDS Risk by Cognitive, Attitudinal and Behavioral Area, 
Among the Sexually Active Participants Reporting 
an Accurate Level of"Unsafe" Risk (n=-75) 
Standard Correlation sr2 
Predictor Variable Mean Deviation (withDV) {J_ I (unique) 
Cognitive MRA Results: 
Factual AIDS Knowledge 4.38 .59 .16 -.044925 -.33 .03 
Transmission AIDS Knowledge 3.71 1.27 .13 .055921 .48 .01 
Perceived AIDS Knowledge 4.33 .76 -.01 -.062345 -.54 .00 
Misconceptions 2.50 1.20 -.40 -.415160 -3.29* .13 
B = .41, R2 = .17, Adjusted R2 = .12, E(4, 70) = 3.48, p < .01. 
Attitudinal MRA Results: 
Perceived Susceptibility for Risk 2.17 .78 -.03 .125560 .96 .00 
Condom Use Efficacy 3.28 1.09 .01 -.057187 -.47 .00 
Homophobia 2.37 1.05 -.29 -.369956 -2.86** .10 
B = .32, R2 = . IO, Adjusted R2 = .07, E(3, 71) = 2.76, p < .05. 
Behavioral MRA Results: 
Sexual Assertiveness 
Partner Communication 3.20 1.12 -.16 .041956 .27 .02 
Condom Use 3.17 1.11 -.16 -.126801 -.79 .00 
Substance Use 1.85 .59 .08 .329497 1.84 .01 
Substance Abuse 1.61 .57 .01 -.042584 -.27 .01 
Partner Risk History 1.81 .48 .16 .203254 1.52 .01 
Self Risk History 2.76 .66 -.14 -.438266 -2.58 .08 
B = .36, R2 = .13, Adjusted R2 = .06, E(6, 68) = 1.72, p = n/s. 
* p < . 00 I ; * * p < . 01. 
355 
Table 41 
MAN OV A and Post Hoc ANOV A Results Across Cognitive, Attitudinal and Behavioral 
Areas by Gender and Accuracy Versus Underestimation in Participants ' Self-rated Level 
of AIDS Risk Among the Sexually Active "Unsafe" Particip ants (n=l22) 
Gender Self-rated Level of Risk 
Pillais £ (13, 106) = 9.48, p <.001 Pillais £(13 , 106) = 3.27, p <.001 
Young Men Young Women Accurate Underestimate 
E M SD M SD E M SD M SD 
Factual AIDS Knowledge 12.17* 4.06 .87 4.53 .64 .07 4.33 .76 4.23 .86 
Transmission AIDS Knowledge 1. 72 4.18 .86 4.59 .42 .14 4.38 .59 4.39 .86 
Perceived AIDS Knowledge 12.70* 3.50 1.19 3.88 1.45 1.15 3.71 1.27 3.65 1.43 
Misconceptions 18.08* 2.77 1.14 1.85 .97 3.92***2.50 1.20 2.03 1.01 
Perceived Susceptibility 30.71* 2.39 .76 1.65 .62 5.97** 2.17 .78 1.79 .74 
Condom Use Efficacy 2.16 3.23 1.05 3.52 1.20 1.16 3.28 1.09 3.54 1.19 
Homophobia 30.64* 2.72 1.07 1.74 .62 2.47 2.37 1.05 2.03 .89 
Sexual Assertiveness 
Partner Communication 16.31* 3.70 1.01 2.84 1.14 1.97 3.20 1.12 3.40 1.21 
Condom Use 6.02** 3.57 .97 3.07 1.27 4.94***3 .17 1.11 3.58 1.17 
Substance Use 8.25** 1.82 .63 1.50 .49 19.47* 1.85 .59 1.38 .46 
Substance Abuse 12.52* 1.69 .65 1.34 .46 4.09*** 1.61 .57 1.37 .59 
Partner Risk History .28 1.63 .42 1.67 .56 25.72* 1.81 .48 1.39 .40 
Self Risk History 22.14* 2.80 .71 2.26 .45 26 .84* 2.76 .66 2.19 .47 
* p<.001; ** p <.01; *** p <.05. 
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Table 43 
MANOV A and Post Hoc ANOV A Results Across Cognitive, Attitudinal and Behavioral 
Areas by Gender Among the Sexually Active Participants (n=128) 
Cognitive: 
Factual AIDS Knowledge 
Transmission AIDS Knowledge 
Perceived AIDS Knowledge 
Misconceptions 
Attitudinal: 
Perceived Susceptibility for Risk 
Condom Use Efficacy 
Homophobia 
Behavioral: 
Sexual Assertiveness 
Partner Communication 
Condom Use 
Substance Use 
Substance Abuse 
Partner Risk History 
Self Risk History 
Sex Risk 
Log Sex Risk 
* p< .001; ** p<.01 ; *** p<.05. 
Young Men 
(n=63) 
Mean SD 
4.19 .85 
3.52 1.20 
4.06 .87 
2.75 1.14 
2.38 .76 
3.26 1.07 
2.70 1.07 
3.72 1.01 
3.59 .98 
1.83 .63 
1.68 .65 
1.63 .41 
2.80 .70 
320.18 723.75 
1.40 1.08 
358 
Young Women 
(n=65) 
Mean SD 
4.61 .41 
3.83 1.47 
4.51 .65 
1.85 .93 
1.62 .61 
3.58 1.19 
1.71 .61 
2.84 1.14 
3.09 1.24 
1.48 .48 
1.32 .45 
1.66 .54 
2.25 .45 
87.05 188.67 
1.05 .95 
Significance 
MANOV A, Pillais : 
E( 4, 123)=8.39* 
Post hoc ANOV A: 
E(l,126)=12 .89* 
n/s 
E(l,126)=10.75* 
E(l, 126)=24.05* 
MANOV A, Pillais : 
E(3, 124)=21. 68 * 
Post hoc ANOV A: 
E(l, 126)=39.96* 
n/s 
E(l, 126)=41. 95 * 
MANOV A, Pillais : 
£(6,121)=13.21 * 
Post hoc ANOV A: 
E(l, 126)=6.50** 
E(l, 126)=21. l 4 * 
E(l,126)=12 .59* 
E(l,126)=13.54* 
n/s 
E(l,126)=28 .36* 
ANOVAonly: 
E(l,126)=6.30** 
E(l,126)=3 .71 *** 
Table 44 
MANOV A and Post Hoc ANOV A Results Across Cognitive, Attitudinal and Behavioral 
Areas by Gender Among the Sexually Nonactive Participants (n=l 11) 
Young Men Young Women 
(n=l9) (n=92) 
Mean SD Mean SD Significance 
MANOVA , Pillais : 
Cognitive: n/s 
Post hoc ANOV A: 
Factual AIDS Knowledge 4.35 .56 4.62 .47 E(l,109)=4.71 *** 
Transmission AIDS Knowledge 3.38 1.35 3.63 1.58 n/s 
Perceived AIDS Knowledge 4.04 1.12 4.26 .81 n/s 
Misconceptions 1.51 .53 1.71 .72 n/s 
MANOV A, Pillais : 
Attitudinal: E(3,107)=2.87*** 
Post hoc ANOV A: 
Perceived Susceptibility for Risk 1.74 .61 1.39 .53 E(l, 109)=6.44** 
Condom Use Efficacy 3.56 1.42 4.16 1.18 E(l,109)=3. 73*** 
Homophobia 1.84 .60 1.71 .68 n/s 
MANOVA, Pillais : 
Behavioral: E(5,105)=3 .32** 
Post hoc ANOV A: 
Sexual Assertiveness 
Partner Communication 4.06 1.02 4.60 .67 E(l, 109)=12.28* 
Condom Use 4.25 .92 4.76 .47 E(l,109)=8 .50** 
Substance Use 1.26 .25 1.19 .26 n/s 
Substance Abuse 1.16 .36 1.16 .32 n/s 
Partner Risk History .90 .11 .90 .12 n/s 
Self Risk History .86 .00 .86 .00 n/s 
* p <.001; ** p< .01; *** p<.05 . 
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Table 45 
MANOV A and Post Hoc ANOV A Results Across Cognitive, Attitudinal 
and Behavioral Areas by Safe Versus Unsafe Sexual Activity 
Among the Sexually Active Participants (n=l28) 
Cognitive: 
Factual AIDS Knowledge 
Transmission AIDS Knowledge 
Perceived AIDS Knowledge 
Misconceptions 
Attitudinal: 
Perceived Susceptibility for Risk 
Condom Use Efficacy 
Homophobia 
Behavioral: 
Sexual Assertiveness 
Partner Communication 
Condom Use 
Substance Use 
Substance Abuse 
Partner Risk History 
Self Risk History 
* p<.05. 
Safe 
(n=6) 
Mean SD 
4.86 .16 
3.50 1.76 
4.28 .74 
1.83 .28 
1.30 .33 
4.33 .78 
1.32 .19 
3.17 1.48 
3.57 1.13 
1.31 .45 
1.12 .20 
1.67 .34 
2.12 .42 
360 
Unsafe 
(n=l22) 
Mean SD 
4.38 .70 
3.69 1.33 
4.29 .80 
2.32 1. 15 
2.03 .78 
3.38 1.13 
2.24 1.00 
3.28 1.15 
3.33 1.15 
1.67 .59 
1.52 .59 
1.65 .49 
2.54 .65 
Significance 
MANOVA, Pillais: 
n/s 
Post hoc ANOV A: 
n/s 
n/s 
n/s 
n/s 
MANOV A, Pillais : 
£(3 , 124)=2. 78* 
Post hoc ANOV A: 
E(l, 126)=5.08* 
E(l, 126)=4.18* 
E(l,126)=4 .99* 
MANOV A, Pillais : 
n/s 
Post hoc ANOV A: 
n/s 
n/s 
n/s 
n/s 
n/s 
n/s 
Table 46 
MANOV A and Post Hoc ANOV A Results Across Cognitive, Attitudinal 
and Behavioral Areas by Sexual Activity (n=239) 
Cognitive: 
Factual AIDS Knowledge 
Transmission AIDS Knowledge 
Perceived AIDS Knowledge 
Misconceptions 
Attitudinal: 
Perceived Susceptibility for Risk 
Condom Use Efficacy 
Homophobia 
Behavioral: 
Sexual Assertiveness 
Partner Communication 
Condom Use 
Substance Use 
Substance Abuse 
Partner Risk History 
Self Risk History 
* p< .001; ** p <.OI; *** p<.05. 
Sexually Active 
(n=128) 
Mean SD 
4.41 .70 
3.68 1.35 
4.29 .80 
2.30 1.13 
1.99 .78 
3.42 1.13 
2.20 1.00 
3.27 1.16 
3.34 1.14 
1.65 .58 
1.50 .58 
1.65 .48 
2.52 .65 
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Sexually Nonactive 
(n=ll l) 
Mean SD 
4.57 .49 
3.58 1.54 
4.22 .87 
1.67 .70 
1.45 .56 
4.06 1.24 
1.73 .67 
4.51 
4.67 
1.20 
1.16 
.90 
.86 
.76 
.60 
.26 
.33 
.11 
.00 
Significance 
MANOV A, Pillais: 
E(4 ,234)=7 .70* 
Post hoc ANOV A: 
E(l,237)=4.38*** 
n/s . 
n/s 
E(l ,237)=25.41 * 
MANOV A, Pillais: 
£(3 ,235)=15 .62* 
Post hoc ANOV A: 
E(l,237)=37 .18* 
E(l,237)=17 .20* 
E(l,237)7'17.48* 
MANOV A, Pillais: 
E(6,232)=176 .64* 
Post hoc ANOVA: 
E(l,237)=121. 75* 
E(l,237)=92 .10* 
E(l,237)=56 .36* 
E(l,237)=29.47* 
E(l ,237)=255 .34* 
E(l,237)=724 .65* 
Table 47 
Current and Predicted Condom Use by Transtheoretical Model Staging 
Among the Sexually Active Adolescents by Gender (n=l28 ) 
Stage Current Reported Condom Use Predicted Condom Use Next 6-Mos. 
Young men Young women Total Young men Young women Total 
n % n % n % n % n % n % 
Precontemplation 9 14.3% 15 23.1% 24 18.8% 12 19.0% 1 1.5% 4 3.1% 
Contemplation 36 57.1 29 44.6 65 50.8 20 31.7 19 29.2 47 36.7 
Action 6 9.5 6 9.2 12 9.4 28 44.4 27 41.5 47 36.7 
Maintenance 12 19.0 15 23.1 27 21.1 3 4.8 18 27.7 30 23.4 
- -- --- - -- ---
Totals 63 100.0 65 100.0 128 100.0 63 100.0 65 100.0 128 100.0 
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Table 49 
Current Condom Use by Transtheoretical Model Staging Comparisons 
by Cognitive , Attitudinal and Behavioral Risk Variables 
Across the Sexually Active Participants (n=128) 
Precontemplation Contemplation Action Maintenance 
(n=24) (n=65) (n=l2) (n=27) 
Mean SD Mean SD Mean SD Mean SD Significance 
MANOV A, Pillais: 
Cog?1,itive: E(12 ,369)=2. 96* 
Post hoc ANOV A: 
Factual Knowl 4.49 .53 4.26 .70 4.53 .55 4 .62 .81 n/s 
TransmKno wl 3.22 1.55 3.72 1.12 3.25 1.56 4.17 1.46 E(3, 124)=2 .64*** 
Perceived Knowl 4.13 .87 4.28 .73 4.19 .69 4.51 .91 n/s 
Misconceptions 1.86 .90 2.71 1.19 2.25 1.05 1.72 .78 £(3 ,124)=7.44* 
MANOV A, Pillais: 
Attitudinal: £(9 ,372)=4 . l l * 
Post hoc ANOV A: 
Perceived Suscept 1.76 .95 2.15 .70 1.78 .65 1.93 .84 n/s 
Condom Efficacy 3.37 1.27 3.01 1.02 3.69 .84 4.33 .84 E(3, 124)= 11.00* 
Homophobia 2.15 .84 2.44 1.10 1.91 .86 1.78 .76 £(3,124)=3.41 *** 
MANOV A, Pillais : 
Behavioral: £(18 ,363)=2.33** 
Post hoc ANOV A: 
Sexual Assert. 
P Communicat'n 3 .31 1.28 3.05 1.09 3.18 1.18 3.82 1.09 E(3,124)=2.92*** 
Condom Use 3.53 1.27 3.02 1.05 3.27 .96 3.97 1.08 E(3, 124)=5 .19** 
Substance Use 1.43 .60 1.75 .56 1.58 .37 1.61 .67 n/s 
Substance Abuse 1.27 .48 1.57 .52 1.66 .78 1.46 .67 n/s 
Partner Risk Hx 1.46 .50 1.71 .49 1.60 .38 1.68 .47 n/s 
SelfRiskHx 2.32 .45 2.71 .71 2.47 .40 2.26 .61 £(3,124)=4.28** 
ANOVAonl y: 
Sex Risk 116.96 380.33 316.40 687 .81 37.92 83.77 74.11 198.32 n/s 
Log Sex Risk .70 .97 1.56 1.03 .93 .81 .99 .89 E(3, 124)=5 .83* 
* p<.001; ** p<.0l ; *** p<.05. 
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Table 50 
Predicted Future Condom Use by Transtheoretical Model Staging Comparisons 
by Cognitive, Attitudinal and Behavioral Risk Variables 
Across the Sexually Active Young Men (n=63) 
Precontemplation Contemplation Action Maintenance 
(n=l2) (n=20) (n=28) (n=3) 
Mean SD Mean SD Mean SD Mean SD Significance 
MANOV A. Pillais: 
CogJJ.itive: E(l2,l 74)=1.85*** 
Post hoc ANOV A: 
Factual Knowl 3.83 .87 4.23 .58 4.10 1.00 4 .35 1.15 n/s 
Transm Knowl 2.42 1.67 3.37 1.81 3.39 1.05 4.40 .99 E(3,59)=3.64*** 
Perceived Knowl 3.11 1.26 4.19 .76 3.98 .75 4.14 1.11 n/s 
Misconceptions 3.00 1.61 2.82 1.56 3.13 1.03 1.92 .80 E(3,59)=3 .32*** 
MANOV A. Pillais: 
Attitudinal : £(9,177)=2.45** 
Post hoc ANOV A: 
Perceived Suscept 3.20 1.51 2.29 .80 2.47 .52 2.23 .73 n/s 
Condom Efficacy 2.52 1.09 2.93 .98 3.29 .91 4.18 1.02 E(3,59)=5.26** 
Homophobia 2.62 1.28 2.91 1.12 2.71 1.06 2.23 .88 n/s 
MANOV A. Pillais: 
Behavioral : £(18,168)=2.43** 
Post hoc ANOV A: 
Sexual Assert. 
P Communicat'n 3.00 1.25 3.59 1.10 3.81 .90 4.05 .90 n/s 
Condom Use 3.87 .12 3.64 .86 3.26 1.08 3.98 1.06 n/s 
Substance Use 2.08 .96 1.89 .64 1.81 .53 1.65 .73 n/s 
Substance Abuse 1.80 .50 1.72 .65 1.57 .47 1.76 .95 n/s 
Partner Risk Hx 2.21 .81 1.54 .34 1.58 .31 1.80 .50 E(3,59)=3.74** 
SelfRiskHx 3.14 1.29 2.80 .70 2.90 .64 2.54 .67 n/s 
ANOVAonly: 
Sex Risk 1320.67 1094.00 304.82 788.08 304.70 686.86 131.67 287.48 n/s 
Log Sex Risk 2.81 .83 1.28 1.06 1.42 1.15 1.29 .92 n/s 
* p<.001; ** p<.01; *** p<.05. 
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Table 51 
Predicted Future Condom Use by Transtheoretical Model Staging Comparisons 
by Cognitive, Attitudinal and Behavioral Risk Variables 
Across the Sexually Active Young Women (n=65) 
Precontemplation Contemplation Action Maintenance 
(n=l) (n=l9) (n=27) (n=l8) 
Mean SD Mean SD Mean SD Mean SD Significance 
MANOV A, Pillais: 
CogJJ_itive: n/s 
Post hoc ANOV A: 
Factual Know! 5.00 .00 4.58 .36 4.54 .43 4.74 .43 n/s 
Transm Knowl 4.00 .00 3.97 1.30 3.83 1.41 3.65 1.81 n/s 
Perceived Knowl 4 .00 .00 4.53 .76 4.47 .53 4.57 .74 n/s 
Misconceptions 1.67 .00 1.83 .96 2.03 1.04 1.63 .75 n/s 
MANOV A, Pillais: 
Attitudinal: E(9,183)=1.94*** 
Post hoc ANOV A: 
Perceived Suscept 2.20 .00 1.65 .57 1.60 .58 1.57 .71 n/s 
Condom Efficacy 4.14 .00 3.53 1.16 3.11 1.28 4.29 .65 £(3,61)=4.27** 
Homophobia 1.14 .00 1.59 .48 1.93 .66 1.52 .58 n/s 
MANOV A, Pillais: 
Behavioral: n/s 
Post hoc ANOV A: 
Sexual Assert . 
P Communicat'n 4.40 .00 2 .73 .94 2.59 1.21 3.24 1.15 n/s 
Condom Use 4.00 .00 2.78 1.17 2.93 1.29 3.61 1.16 n/s 
Substance Use 1.50 .00 1.47 .50 1.48 .49 1.48 .49 n/s 
Substance Abuse 1.00 .00 1.32 .48 1.33 .42 1.32 .49 n/s 
Partner Risk Hx 1.86 .00 1.64 .63 1.81 .56 1.46 .36 n/s 
Self Risk Rx 2.18 .00 2.22 .44 2.39 .47 2.06 .40 n/s 
ANOVAonly : 
Sex Risk 36.00 .00 123.95 244.16 112.26 101.00 13.11 25.02 n/s 
Log Sex Risk 1.56 .00 1.28 .98 1.17 1.03 .60 .68 n/s 
* p<.001; ** p<.01; *** p<.05. 
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Table 52 
Predicted Condom Use by Transtheoretical Model Staging 
Among the Sexually Nonactive Adolescents by Gender ( n= 111) 
Stage Predicted Condom Use Next 6-Mos . 
Young men Young women Total 
n % n % n % 
Not applicable * 14 73 .7% 82 89.1% 96 86.5% 
Precontemplation 0 0.0 2 2.2 2 1.8 
Contemplation 5 26.4 8 8.7 13 11.7 
Action 0 0.0 0 0.0 0 0.0 
Maintenance 0 0.0 0 0.0 0 0.0 
Totals 19 100.0 92 100.0 111 100.0 
* "No plans to have sex in the next six months." 
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Table 53 
Focus Group Tally for Study Participation with School Sample (n=600) 
Percent Percent 
Young Young Mean Did/Will Better Did Not No Parental 
n= Men Women Age Participate Time Want to Permission Other 
Grade 7: 116 47.4% 52.6% 12.8 24 20 45 8 35 
Grade 8: 78 52.6 47.4 13.1 13 13 34 7 21 
Grade 9: 136 48.5 51.5 14.1 18 31 72 3 17 
Grade 10: 119 43.7 56.3 15.0 34 21 35 8 23 
Grade 11: 119 49.6 50.4 16.1 31 25 48 2 20 
Grade 12: 32 40.6 59.4 17.1 4 9 17 1 2 
-- --
Totals : 600 47.7% 52.3% 14.4 124 119 251 29 118 
Table 54 
Focus Group Demographics and 
Participant Feedback for School Youth Sample (n=l21) 
Day 1 Day2 Day3 Total 
Number of groups held 8 7 7 22 
Total number of participants 46 46 29 121 
Mean number of participants per group 5.75 6.57 4.14 5.5 
Range of participants per group 1-18 1-18 1-7 1-18 
Age range 13-17 13-18 13-16 13-18 
Mean age 14.1 14.1 14.0 14.1 
Percent participants young men 13.0% 19.6% 24.1% 18.2% 
Percent participants young women 87.0 80.4 75.9 81.8 
Percent first group attended 100.0 23.9 3.4 
Percent second group attended 76.1 20.7 
Percent third group attended 75.9 
Percent grade 7 37.0 45.7 48.3 43.0 
Percent grade 8 8.7 6.5 10.3 8.3 
Percent grade 9 19.6 4.3 10.3 11.6 
Percent grade 10 23.9 37.0 20.7 28.1 
Percent grade 11 8.7 4.3 6.9 6.6 
Percent grade 12 2.2 2.2 3.4 2.5 
Focus Group Checklist Feedback (percent checked) : 
Interesting 80.4% 80.4% 82.8% 81.0% 
Boring 2.2 0.0 0.0 0.8 
Worthwhile 43.5 60.9 62.1 54.5 
Helpful 52.2 45 .7 48.3 48.8 
Upsetting 2.2 8.7 0.0 4.1 
Dumb 0.0 0.0 0.0 0.0 
Easy 13.9 10.9 13.8 12.4 
Difficult 2.2 2.2 13.8 5.0 
Fun 23.9 34.8 17.2 26.4 
Depressing 0.0 4.3 0.0 1.7 
Important 47.8 65.2 55.2 56.2 
Silly 0.0 2.2 3.4 1.7 
Just Okay 15.2 13.0 3.4 11.6 
Other 21.7 17.4 6.9 21.5 
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Table 55 
Survey Feedback Checklist Responses for School Youth Sample (n=92) 
Survey Feedback Participants: 
Young Young 
Men Women 
Mean 
Age Grade 7 Grade 8 Grade 9 Grade 10 Grade 11 Grade 12 
16.3% 83.7% 14.1 
Survey Checklist Indicators : 
Interesting 
Boring 
Worthwhile 
Helpful 
Upsetting 
Dumb 
Easy 
Difficult 
Fun 
Depressing 
Important 
Silly 
Just Okay 
Other 
41.3% 7.6% 12.0% 
Percent(checked) 
71.7% 
3.3 
43.5 
39.1 
1.1 
3.3 
35.9 
5.4 
18.5 
2.2 
46 .7 
5.4 
12.0 
18.5 
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30.4% 6.5% 2.2% 
Figure 1 
Questionnaire Scale and Subscale Breakdown by Exploratory and Confirmatory 
Factor Analyses Results 
FACTUAL AIDS KNOWLEDGE 
TRANSMISSION KNOWLEDGE 
COGNITIVE 
PERCEIVED AIDS KNOWLEDGE 
AIDS MISCONCEPTIONS 
PERCEIVED SUSCEPTIBILITY FOR RISK 
ATTITUDINAL CONDOM USE EFFICACY 
HOMOPHOBIA 
SUBSTANCE USE 
SUBSTANCE 
SUBSTANCE ABUSE 
PARTNER COMMUNICATION 
BEHAVIORAL SEXUAL ASSERTIVENESS 
CONDOMUSE 
PARTNER RISK HISTORY 
BERA VIOR RISK IDSTORY 
SELF RISK HISTORY 
PEER RISK 
AIDS PROXIMITY 
MEDIA RESOURCES 
MEDIA INFLUENCE 
AIDS/SEX EDUCATION FROM SCHOOL 
SCHOOL 
EDUCATIONAL INFLUENCE FROM SCHOOL 
AIDS/SEX EDUCATION FROM PARENTS 
EDUCATIONAL INFLUENCE FROM PARENT 
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Figure 2 
Sample Characteristics by Gender, Sexual Activity (Active Versus 
Nonactive), and Condom Use Behavior ("Safe" Consistent Use, or 
"Unsafe" No Use or Inconsistent Use) 
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Figure 3 
Mean Scores for Dependent Variables by Gender Among the 
Sexually Active "Unsafe" (Inconsistent or No Condom Use) 
Participants 
■ Young Men EII Young Women 
] - s:: - ~ ..s:: Q) Q) ~ u ~ ~ 0 0.. 0.. rJl rJl ~ rJl 0 0 Q) ~ 0 ::;:; ;:) ~ til ~ ~ rJl 0 0 e ~ ~ rJl ~ I I ;:) 0 00 00 00 t:: I I 00 ~ =:c: I ~ E-,1 ~ 00 ~ 
Dependent Variable 
373 
~ 
rJl 
til 
c+!. 
-
Q) 
00 
5 
4.5 
4 
3.5 
3 
Q) 
I-< 
0 
0 
V;i 2.5 c:: 
~ Q) 
~ 
2 
1.5 
1 
0.5 
0 
Figure 4 
Mean Scores for Dependent Variables by Self-rated Level of AIDS 
Risk Among the Sexually Active "Unsafe" (Inconsistent or No 
Condom Use) Participants 
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Figure 5 
2X2 MANOV A Interaction for Gender and Sexual Activity with 
Dependent Variable : Misconceptions 
5 
4.5 
4 
3.5 
3 
Q) 
I-< 
0 
0 
Cl'.l a 2.5 
~ 
2 
1.5 
1 
0.5 
--
--
- I 
-
0 -+----------1------ - ---l 
Young 
Men 
Gender 
Young 
Women 
375 
- -
Sexually Active 
• Sexually 
Nonactive 
Figure 6 
2X2 MANOV A Interaction for Gender and Sexual Activity with 
Dependent Variable : Perceived Susceptibility for Risk 
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Figure 7 
2X2 MANOV A Interaction for Gender and Sexual Activity with 
Dependent Variable : Homophobia 
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Figure 8 
2X2 MANOV A Interaction for Gender and Sexual Activity with 
Dependent Variable : Sexual Assertiveness Partner Communication 
(Actual Versus Predicted) 
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Figure 9 
2X2 MANOV A Interaction for Gender and Sexual Activity with 
Dependent Variable : Sexual Assertiveness Condom Use (Actual 
Versus Predicted) 
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Figure 10 
2X2 MANOV A Interaction for Gender and Sexual Activity with 
Dependent Variable : Substance Use 
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Figure 11 
2X2 MANOV A Interaction for Gender and Sexual Activity with 
Dependent Variable : Substance Abuse 
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Figure 12 
2X2 MANOV A Interaction for Gender and Sexual Activity with 
Dependent Variable: Self Risk History 
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Figure 13 
Mean Scores for Dependent Variables for Sexually Active Youth by 
Gender 
■ YoungMen LJ Young Women 
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Figure 14 
Mean Scores for Dependent Variables (with Predicted Behavioral) 
for Sexually Nonactive Youth by Gender 
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Figure 15 
Mean Scores for Dependent Variables by Sexual Activity ( Actual 
Versus Predicted Behavioral) 
■ Active filllll Nonactive 
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Figure 16 
Sexually Active Adolescents ' Reported Current and Six-Month 
Predicted Condom Use by Transtheoretical Model Stage 
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Figure 17 
Sexually Active Adolescents' Current and Six-Month Predicted 
Condom Use Adjusted by Reported Sexual Behavior by 
Transtheoretical Model Stage 
■ Current condom use ( adjusted) Predicted condom use ( adjusted) 
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Appendix A 
Demographics 
Please circle the letter next to the answer that is best for you. Remember, all of your answers are 
completely anonymous . The answers you give are private , no one will know that they are yours. 
1. I am 
2. What is your age? 
3. Which state do you live in? 
( or country if outside USA) 
4. What is your race or cultural group? 
5. What grade are you in? 
6. Are you single or married now? 
7. What is your religion? 
8. How religious or spiritual are you? 
9. Who do you presently live with? 
10. To the best of your knowledge , how much 
education has your mother completed? 
11. ... has your father completed? 
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A Male 
B . Female 
(please fill in age) 
(please fill in state or country) 
A White 
B. African-American 
C. Asian-American 
D. Hispanic-American 
E . Other: _______ _ 
(please fill in grade) 
A Single 
B. Married 
A Catholic 
B. Protestant 
C. Jewish 
D. None 
E. Other: 
A Not at all 
B. Slightly 
C. Somewhat 
D. Fairly 
E. Very 
A Both Mother and Father 
B. Mother Only 
C. Father Only 
D. Someone else 
E. Live alone 
(answer selection for 10 & 11) 
A 8th grade or less 
B. Some High School 
C. High School Graduate 
D. Some College 
E. College Graduate 
AppendixB 
Cognitive Subscales 
Hypothesized Subscales : 
FAK=Factual AIDS Knowledge 
TAK =Transmission AIDS Knowledge 
PAK =Perceived AIDS Knowledge 
M=Misconceptions 
(answer selection for questions 1 through 16) 
A Definitely no 
B. Probably no 
C. Not sure 
D. Probably yes 
E. Definitely yes 
1. AIDS is a medical condition in which your body cannot fight off diseases . (F AK) 
2. AIDS is caused by a virus. (F AK) 
3. If a pregnant woman has AIDS, there is a chance it may harm her unborn baby. (F AK) 
4. Most people who get AIDS usually die from it. (F AK) 
5. Using a condom during sex can lower the risk of getting AIDS. (FAK) 
6. Receiving a blood transfusion with infected blood can give a person AIDS . (F AK) 
7. Mosquitoes can transmit AIDS . (M) 
8. AIDS can be cured if treated early. (M) 
9. A new vaccine has recently been developed which can prevent AIDS . (M) 
10. You can have AIDS and not know it. (M) 
11. I can avoid getting AIDS by having sex only with healthy looking persons . (M) 
12. Only gay people and people who use needle drugs can get AIDS . (M) 
13. A woman who has unprotected sex only with men can get AIDS. (TAK) 
14. A man who has unprotected sex only with women can get AIDS. (TAK) 
15. A woman who has unprotected sex only with women can get AIDS . (TAK) 
16. A man who has unprotected sex only with men can get AIDS . (TAK) 
(answer selection for questions 17 through 19) 
A Definitely not true 
B. Not really true 
C. Somewhat true 
D. Mostly true 
E. Definitely true 
17. If someone asked me a question about how to prevent getting HIV/AIDS , I can give them the right 
answer. (PAK) 
18. If someone asked me what things people do that can cause IDV/AIDS , I can tell them the right 
answer. (PAK) 
19. If someone asked me how HIV/AIDS is transmitted, I can give them the right answer. (PAK) 
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Appendix C 
Attitudinal Subscales 
Hypothesized Subscales: 
CUE=Condom Use Efficacy 
PSR=Perceived Susceptibility for Risk 
H=Homophobia 
F A=Fear of AIDS 
(answer selection for questions 1 through 7) 
A Not at all sure 
B. A little sure 
C. Kind of sure 
D. Fairly sure 
E. Very sure 
I would use a condom ... 
1. ... when I am really turned on. (CUE) 
2. . .. when my partner gets mad about using a condom. (CUE) 
3. . .. when I am depressed. (CUE) 
4 . . .. when I am drunk or high. (CUE) 
5. . .. when I feel angry. (CUE) 
6. . .. when I feel pressured to have sex. (CUE) 
7. . .. when I'm afraid I might get AIDS. (CUE) 
(answer selection for questions 8 through 12) 
A Definitely No 
B. Probably No 
C. Notsure 
D. Probably Yes 
E. Definitely Yes 
8. I feel that I am at risk of getting AIDS at this time in my life. (PSR) 
9. I sometimes think that I may have been exposed to AIDS. (PSR) 
10. I have had sex with someone who could have given me AIDS. (PSR) 
11. I believe I can do things to help protect myself from getting AIDS. (PSR) 
12. I try not to get into situations where I might get AIDS. (PSR) 
(answer selection for questions 13 through 26) 
A Definitely not true 
B. Not really true 
C. Somewhat true 
D. Mostly true 
E. Definitely true 
13. I th.ink people with HIV/ AIDS should be in a special classroom at school . (H) 
( continued on next page) 
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14. I would not like it if someone in my gym class has HIV/ AIDS. (H) 
15. A gay person should not be allowed to teach school. (H) 
16. A gay person should not be allowed to run for public office. (H) 
17. If my roommate told me he or she had HIV/ AIDS, I would ask them to move out. (H) 
18. A gay person should not be allowed to be a coach. (H) 
19. I would stay away from people who are gay, because ifl didn't , I would have a higher chance of 
getting HIV/ AIDS. (H) 
20. It's okay for people who have HIV/AIDS to teach school. (H) 
21. I would feel nervous in a group of gay people. (H) 
22. Ifl saw two men or two women holding hands, I would feel uncomfortable. (H) 
23. I would feel uncomfortable sitting next to a person who is gay. (H) 
24. I am afraid that someone around me has HIV/AIDS and I do not know it. (FA) 
25. I am afraid of making new friends because of HIV/ AIDS. (FA) 
26. If my brother or sister told me he or she was gay, I would be upset. (H) 
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AppendixD 
Behavior Subscales 
Hypothesized Subscales : 
SAPC=Sexual Assertiveness Partner Communication 
SACU=Sexual Assertiveness Condom Use 
SU=Substance Use 
SA=Substance Abuse 
SRH=Self Risk History 
PRH=Partner Risk History 
In this survey, a "sex partner" is any person that you have willingly had sexual intercourse with, or a 
person you have willingly had oral or anal sex with . "Having sex" is doing any of these things with a 
sex partner. Please remember that no one will know that these answers are yours. 
Think about what you would do even if you have never done some of these things, and circle the letter that 
is best for you. Otherwise , think about a person you have sex with or someone you used to have sex with 
when you answer these questions . 
(answer selection for questions 1 through 10) 
A Never 
B. Sometimes 
C. About half of the time 
D. Usually 
E. Always 
1. I would ask if I wanted to know if my partner ever had an HIV test. (SAPC) 
2. I'd have sex without a condom if my partner doesn't like them , even if I want to use one. (SACU) 
3. I would ask my partner about the AIDS risk of his or her past partners , if I want to know . (SAPC) 
4. I would make sure my partner and I use a condom when we have sex. (SACU) 
5. I would ask ifl want to know ifmy partner ever had a sexually transmitted disease (STD). (SAPC) 
6. I would insist on using a condom if I want to, even if my partner doesn't like them . (SACU) 
7. I would ask if I want to know if my partner ever had sex with someone who shoots drugs with a 
needle. (SAPC) 
8. I would have sex without using a condom if my partner insists, even if I don't want to. (SACU) 
9. I would ask if I want to know if my partner ever used needles to take drugs . (SAPC) 
10. I would refuse to have sex if my partner refuses to use a condom. (SACU) 
Next, here are some questions that ask about your possible use of alcohol and other drugs . Remember 
your answers will be added to the answers of many other people filling out this survey. No one will know 
which answers are yours . 
11. In the past year , how often have you had a drink of beer, wine , or liquor? (SU) 
A Never 
B. 1-2 times a month or less 
C. 1-2 times a week 
D. 3-4 times a week 
E. Almost every day 
( continued on next page) 
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12. In the past year , how many drinks did you nonnally have when you drank alcohol? (SU) 
A None, I don't drink 
B. 1-2 drinks 
C. 3-5 drinks 
D. 6-10 drinks 
E . 11 or more drinks 
(answer selection for questions 13 & 14) 
A Never 
B. 1-2 times a month or less 
C. 1-2 times a week 
D. 3-4 times a week 
E. Almost every day 
13. In the past year , how often did you have 3 or more drinks in one day? (SU) 
14. In the past year , how often did you have 6 or more drinks in one day? (SU) 
(answer selection for questions 15 & 16) 
A Never 
B. Once a month or less 
C. About once a week 
D. About twice a week 
E. Almost every day, or every day 
15. In the past year, how many times did you use marijuana or hashish (grass , pot , hash, hash oil) 
without a doctor's orders? (SU) 
16. In the past year , how many times did you use other drugs , without a doctor's orders? (SU) 
17. In the past year , how many times did you share a needle to shoot drugs? (SU) 
A Never 
B. 1 time 
C. 2-5 times 
D. 6-10 times 
E. 11 or more times 
How often have these things happened to you in the past year because of your drinking or drug use? 
(answer selection for questions 18 through 32) 
A Never 
B. Once 
C. 2-3 times 
D. 4-6 times 
E. More than 6 times 
18. I had a hangover . (SU) 
19. I messed up on something important. (SA) 
20. I was in trouble with the police or other authority . (SA) 
21. I broke or messed up someone else's things . (SA) 
22. I got into an argument or fight. (SA) 
( continued on next page) 
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23. I got sick or threw up. (SA) 
24 . I drove a car after having alcohol or drugs . (SA) 
25. I was hurt or injured. (SA) 
26. Someone I know talked to me about how I was acting. (SA) 
27 . I thought I might have a drinking or drug problem . (SA) 
28. I couldn't remember for a while (blacked out) . (SA) 
29 . I did something I wished I hadn't. (SA) 
30. I was arrested for drunk driving. (SA) 
31 . I had sex that I wouldn't have had if I was sober. (SA) 
32. I tried to stop using but didn't. (SA) 
33. I thought about or tried to kill myself. (SA) 
34. Is there a partner or partners you have (or had) sex with? (Independent item) 
A No 
B. Yes 
35. Which do you prefer as your sex partner(s)? (Independent item) 
A I have never had a sex partner 
B. Only males 
C. Only females 
D. Both males and females 
36. About how long have you been involved with your most recent sex partner? (SRH) 
A I have never had a sex partner 
B. Less than a month 
C. Between I and 6 months 
D. Six months to a year 
E. Over a year 
37. How old were you the first time you willingly had sexual intercourse? (SRH) 
A I have never had sex 
B. ____ years old 
38. Do you use condoms (rubbers)? (SRH) 
A I have never had a sex partner 
B. Started always using 6 or more months ago 
C. Started always using 1-6 months ago 
D. Sometimes, but not always 
E. Never 
39. In the next 6 months , do you plan to start always using condoms? (SRH) 
A I have never had a sex partner and don't plan to in the next 6 months 
B. I already use condoms 
C. I plan to start using condoms 
D. Maybe sometimes , not always 
E. No 
( continued on next page) 
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(answer selection for questions 40 & 41) 
A Absolutely sure , or never had a sex partner 
B. Very sure 
C. Somewhat sure 
D. Slightly sure 
E . Not at all sure 
40. How sure are you that you have NOT been exposed to AIDS? (PRH) 
41. How sure are you that your sex partner(s) have NOT been exposed to AIDS? (PRH) 
42 . Have you ever been tested for IDV? (PRH) 
A No, I have never been tested 
B. Yes , I have been tested, and I do not have mv 
C. Yes, I have been tested, and I do have mv 
(answer selection for questions 43 through 47) 
A None or I have never had a sex partner 
B. One 
C. Two to four 
D. Five to seven 
E. Eight or more 
43 . How many sex partners have you had who shoot drugs with a needle? (PRH) 
44 . How many sex partners have you had who tested positive or told they had AIDS? (PRH) 
45. About how many sex partners have you had in your life? (SRH) 
46. About how many sex partners have you had in the past year? (SRH) 
47. About how many sex partners has your most recent partner had? (include self). (PRH) 
48. How sure are you of your answer to question #47? (PRH) 
A Absolutely sure , or I have never had a sex partner 
B. Very sure 
C. Somewhat sure 
D. Slightly sure 
E . Not at all sure 
49 . In the past year, did you use alcohol before having sex? (SRH) 
A I have never had a sex partner , OR, never used alcohol before sex 
B. Sometimes 
C. About half the time 
D. Usually 
E. Always 
50. In the past year , how many drinks did you normally have before having sex? (SRH) 
A I have never had a sex partner , OR, never used alcohol before sex 
B. 1-2 drinks 
C. 3-5 drinks 
D. 6-10 drinks 
E. 11 or more 
( continued on next page) 
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51. In the past year , did you use marijuana or other drugs before having sex? (SRH) 
A I have never had a sex partner , OR, never used drugs before sex 
B. Sometimes 
C. About half the time 
D. Usually 
E. Always 
52. If you were to make a guess , how much risk do you have for getting HIV/ AIDS at this time in 
your life? (SRH) 
A Norisk 
B. Slight risk 
C. Some risk 
D . Moderate risk 
E. High risk 
If you have never had a sex partner , you may cross this chart out with a large "X." 
If you had sex partner( s) this past year , these directions may help . Boxes under "Partner l" are about your 
and Partner 1, the boxes under "Partner 2" are about Partner 2 and so on. It may help to put your partner's 
initials in each column if you want. We know that it's hard to put exact numbers but please make a guess. 
If you have not done some of these things , please fill in those boxes with a zero. Remember , no one will 
know the these answers are yours , and there are no "right" or "wrong" answers to these questions . 
In the past 12 months : Example Partner 1 Partner 2 
If you want to put 
partner's initials : J.S . 
:>5. vagma1 sex witn 
a condom 10 
54. Vaginal sex without 
a condom 7 
55. Oral sex with condom 6 
56. Oral sex without 
a condom 0 
57. Anal sex with condom I 
58. Anal sex without 2 
a condom 
59. Have you had more than five sex partners in the past year? 
A No 
B. Yes 
60. If yes, how many sex partners have you had in the past year? 
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Partner 3 Partner 4 Partner 5 
___ __.partners 
Hypothesized Subscales: 
ED=Education 
M=Media 
AP=AIDS Proximity 
PR=Peer Risk 
Appendix E 
Psychosocial Subscales 
1. How old were you when you had your first class in school that talked about HIV/AIDS? (ED) 
A 12 years old or younger 
B. About 13-14 years old 
C. About 15-16 years old 
D. About 17 years old or older 
E . I never had a class that talked about HIV/AIDS 
(answer selection for questions 2 through 30) 
A Definitely not true 
B. Not really true 
C. Somewhat true 
D. Mostly true 
E . Definitely true 
2. I learned a lot about HIV/ AIDS in classes I took in grade school. (ED) 
3. I learned a lot about HIV/AIDS in classes I took in junior high school. (ED) 
4. I learned a lot about HIV/AIDS in classes I took in high school. (ED) 
5. Most of what I learned about HIV/AIDS in my classes was from listening to my teacher talk about 
it. (ED) 
6. Most of what I learned about HIV/AIDS in my classes was from movies , books , and/or slides. (ED) 
7. Most of what I learned about HIV/AIDS in my classes was from asking the teacher to answer my 
questions about it. (ED) 
8. Most of what I learned about HIV/ AIDS in my classes was from doing assignments or 
projects. (ED) 
9. I learned a lot in my classes about the things people do that can cause them to get HIV/AIDS. (ED) 
10. I learned a lot in my classes about what to do if I do not want to have sex. (ED) 
11. Most of what I learned about how to practice safer sex was from health/sex education classes. (ED) 
12. I was taught how to keep myself from getting into a situation that would put me at risk for getting 
HIV/AIDS . (ED) 
13. It would be easy for me to talk to my mother or father (or guardian) about sex. (ED) 
14. It would be easy to talk about sex with my brother or sister (if you do not have brothers or sisters , 
consider cousins , or other relatives). (ED) 
15. It would be easy for me to talk about sex with a teach or school counselor . (ED) 
( continued on next page) 
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16. Most of what I know about HIV/ AIDS I learned from my mother or father ( or guardian). (ED) 
17. Most of what I know about HIV/AIDS I learned from mybrother(s) and/or sister(s). (ED) 
18. Most of what I know about HIV/ AIDS I learned from my friends. (ED) 
19. When my best friend(s) talk about HIV/AIDS, I believe that what they say is true . (ED) 
20 . Most of what I know about sex I learned from my friends. (ED) 
21. Knowing that "Magic Johnson," a famous basketball player , has HIV/ AIDS has made me want to 
learn more about HIV/ AIDS. (M) 
22. Knowing that a famous singer I really like has died of AIDS would make me want to learn more 
about how I can avoid getting it. (M) 
23 . Knowing that a famous movie or TV star I really like has died of AIDS would make me want to 
learn more about how I can avoid getting it. (M) 
24 . Knowing a famous movie or TV star I really like has HIV/AIDS would make me want to learn more 
about how I can avoid getting it. (M) 
25 . Knowing a famous singer I really like has HIV/AIDS would make me want to learn more about how 
I can avoid getting it. (M) 
26. For me, watching TV has been an important way to learn about HIV/ AIDS . (M) 
27 . For me, listening to the radio has been an important way to learn about HIV/AIDS . (M) 
28 . For me, watching movies in the theater or videos has been an important way to learn about 
HIV/AIDS. (M) 
29. For me, reading books or magazines has been an important way to learn about HIV/ AIDS. (M) 
30. For me, reading newspapers has been an important way to learn about HIV/AIDS . (M) 
31. If you do know someone with HIV/ AIDS, how old were you when you first knew this person with 
HIV/AIDS? (AP) 
A 12 years old or younger 
B. About 13-14 years old 
C. About 15-16 years old 
D. About 17 years old or older 
E. I do not know anyone with HIV/ AIDS 
(answer selection for questions 32 through 38) 
A Definitely no 
B. Probably no 
C. Not sure 
D. Probably yes 
E. Definitely yes 
32. A family member or a close friend has HIV/ AIDS . (AP) 
33 . I know someone with HIV/AIDS who is not a close friend or member ofmy family . (AP) 
34. I know a gay person who has HIV/AIDS. (AP) 
35 . I know a person who is not gay who has HIV/AIDS . (AP) 
( continued on next page) 
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36. I know a woman who has lllV/ AIDS. (AP) 
37. I know a person who shoots drugs with a needle who has lllV/ AIDS. (AP) 
38. I know someone who was tested for AIDS. (AP) 
39. One ofm y close friends does things that could lead to them getting AIDS. (PR) 
A Definitely no 
B. Probably no 
C. Not sure 
D. Probably yes 
E. Definitely yes 
(answer selection for questions 40 through 45) 
A Definitely no 
B. Probably no 
C. Probably yes 
D. Definitely yes 
40. My close friends insist on using condoms when they have sex with a risky partner . (PR) 
41. My close friends think their partner wouldn't mind using a condom when they have sex. (PR) 
42. My close friends are afraid to ask their partner to use a condom when they have sex. (PR) 
43. Some of my close friends think that they are at risk of getting AIDS. (PR) 
44. My close friends think that it's okay for a woman to ask a partner to use condoms. (PR) 
45. My close friends ask a sex partner to use a condom. (PR) 
46. Most ofm y friends have had sex. (PR) 
A Definitely not true 
B. Not really true 
C. Somewhat true 
D. Mostly true 
E. Definitely true 
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Demographics 
Gender 
Age 
Geographic location 
Cultural group 
Current grade 
Marital status 
Religion 
Religiosity 
Presently live with 
Mother's education & 
Father's education 
( continued on next page) 
Appendix F 
Codebook 
Items Grouped by Scales and Subscales 
Raw Score Coding 
A=0-Male; B=l-Female 
(Age) 
0=unknown; 1 =RI; 2=CT; 3=MA; 4=NH; 5=NJ; 
6=ME- 7=NY 8=PA, 9=OH- 1 0=Bermuda · , , , ,
1 l=Jamaica; 12=Cayman Islands; 13=DE; 14=VT 
A= 1-White; B=2-African-American; 
C=3-Asian-American; D=4-Hispanic-American; 
E=5-0ther 
Grade; 13=freshman; 14=sophomore+ 
A=O-Single; B=l-Married 
A= I-Catholic; B=2-Protestant; C=3-Jewish; 
D=4-None; E=5-0ther 
A=l-Not at all; B=2-Slightly; C=3-Somewhat; 
D=4-Fairly; E=5-Very 
A=l-Both parents; B=2-Mother; C=3-Father; 
D=4-Someone else; E=5-Alone 
A=l-8th grade or less; B=2-some high school; 
C=3-high school graduate; D=4-some college; 
E=5-college graduate 
400 
Cognitive Subscales: Factual AIDS Knowledge 
Scale Range: 1-5; high score indicative of high factual knowledge 
AIDS is a medical condition in which 
your body cannot fight off diseases. 
AIDS is caused by a virus. 
If a pregnant woman has AIDS, there is 
a chance it may harm her unborn baby. 
Most people who get AIDS usually die 
from it. 
Using a condom (rubber) during sex can 
lower the risk of getting AIDS. 
Receiving a blood transfusion with 
infected blood can give a person AIDS. 
Raw Score Coding 
A= I -Definitely no; 
B=2-Probably no; 
C=3-Not sure; 
D=4-Probably yes; 
E=S-Definitely yes 
Cognitive Subscales: Transmission AIDS Knowledge 
Coding Adjustment 
for Scale/Subscale 
Scale Range : 1-5; high score indicative of high transmission knowledge 
Coding Adjustment 
Item Raw Score Coding for Scale/Subscale 
A woman who has unprotected sex only 
with men can get AIDS. 
A man who has unprotected sex only with 
women can get AIDS. 
A woman who has unprotected sex only 
with women can get AIDS. 
A man who has unprotected sex only 
with men can get AIDS. 
A= I -Definitely no; 
B=2-Probably no; 
C=3-Not sure; 
D=4-Probably yes; 
E=5-Definitely yes 
l 
Cognitive Subscales: Perceived AIDS Knowledge 
Scale Range : 1-5; high score indicative of high perceived knowledge 
Coding Adjustment 
Item Raw Score Coding for Scale/Subscale 
If someone asked me a question about 
how to prevent getting HIV/ AIDS, I 
can give them the right answer. 
If someone asked me what things people 
do that can cause HIV/ AIDS, I can tell 
them the right answer. 
If someone asked me how HIV/ AIDS is 
transmitted, I can give them the right 
answer. 
( continued on next page) 
A=l-Definitely not true; 
B=2-Not really true; 
C=3-Somewhat true; 
D=4-Mostly true; 
E=5-Definitely true 
l 
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Cognitive Subscales: Misconceptions 
Scale Range: 1-5; high score indicative of high misconception 
Item 
AIDS can be cured if treated early 
A new vaccine has been developed which 
can prevent AIDS. 
You can have AIDS and not know it. 
Mosquitoes can transmit AIDS. 
I can avoid getting AIDS by having sex 
only with healthy looking persons. 
Only gay people and people who use 
needle drugs can get AIDS. 
Raw Score Coding 
A=l-Definitely no; 
B=2-Probably no; 
C=3-Not sure; 
D=4-Probably yes; 
E=S-Definitely yes 
l 
Attitudinal Subscales: Perceived Susceptibility for Risk 
Coding Adjustment 
for Scale/Subscale 
Reverse coding 
Scale Range: 1-5; high score indicative of high perceived susceptibility 
Coding Adjustment 
Item Raw Score Coding for Scale/Subscale 
I feel that I am at risk of getting AIDS at 
this time in my life. 
I sometimes think that I may have been 
exposed to AIDS. 
I have had sex with someone who could 
have given me AIDS. 
I believe I can do things to help protect 
myself from getting AIDS. 
I try not to get into situations where I 
might get AIDS. 
A= I-Definitely no; 
B=2-Probably no; 
C=3-Not sure; 
D=4-Probably yes; 
E=S-Definitely yes 
Attitudinal Subscales: Condom Use Efficacy 
Reverse coding 
Reverse coding 
Scale Range : 1-5; high score indicative of high condom use efficacy 
Coding Adjustment 
Item Raw Score Coding for Scale/Subscale 
I would use a condom when ... 
.. .I am really turned on. 
... my partner gets mad about using 
a condom. 
... I am depressed 
.. .I have been drinking or doing drugs . 
. . .I fee1 angry . 
. . .I feel pressured to have sex . 
.. .I'm afraid I might get AIDS. 
( continued on next page) 
A=l-Not at all sure; 
B=2-A little sure; 
C=3-Kind of sure; 
D=4-Fairly sure; 
E=S-Very sure 
l 
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Attitudinal Subscales: Homophobia (Fear of AIDS inclusive) 
Scale Range: 1-5; high score indicative of high homophobia 
Item 
I think people with HIV/ AIDS should be 
in a special classroom at school. 
I would not like it if someone in my gym 
class has HIV/ AIDS . 
A gay person should not be allowed to 
teach school. 
A gay person should not be allowed to 
run for public office. 
Ifmy roommate told me he or she was gay, 
I would probably ask them to move out. 
A gay person should not be allowed to be 
a coach. 
I would stay away from people who are 
gay , because ifl didn't , I would have a 
higher chance of getting HIV/ AIDS . 
It ' s okay for people who have HIV/ AIDS 
to teach school. 
I would feel nervous in a group of gay 
people. 
If I saw two men or two women holding 
hands, I would feel uncomfortable. 
I would feel uncomfortable sitting next 
to a gay person. 
I am afraid that someone around me has 
HIV/ AIDS and I do not know it. 
I am afraid of making new friends because 
of HIV/AIDS. 
If my brother/sister told me he/she was 
gay, I would be upset. 
( continued on next page) 
Raw Score Coding 
A= I-Definitely not true; 
B=2-Not really true; 
C=3-Somewhat true; 
0=4-Mostly true; 
E=S-Definitely true 
403 
Coding Adjustment 
for Scale/Subscale 
Reverse coding 
Behavior Subscales: Substance Use 
Scale Range : 1-5; high score indicative of high substance use 
In the past year , how often have you had a 
drink of beer , wine , or liquor ? 
In the past year , how many drinks did you 
have when you drank alcohol ? 
In the past year , how often did you have 
3 or more drinks in one day? 
In the past year , how often did you have 
6 or more drinks in one day? 
In the past year , how many times did you 
use marijuana or hashish (grass , pot , 
hash , hash oil) without a doctor ' s orders? 
In the past year , how many times did you 
use other drugs without a doctor ' s orders? 
In the past year , how many times did you 
share a needle to shoot drugs? 
Raw Score Coding 
A=l-Never; 
B=2- 1-2 times/mo or less; 
C=3- 1-2 times/wk; 
D=4- 3-4 times/wk; 
E=5-Almost every day 
A=l-None ; 
B=2- 1-2 drinks; 
C=3- 3-5 drinks; 
D=4- 6-1 0 drinks; 
E=5- 11 or more drinks 
A=l-Never; 
B=2- 1-2 times/mo. or less; 
C=3- 1-2 times/wk; 
D=4- 3-4 times/wk; 
E=5-Almost every day 
In the past year , how often did you have a A=l-Never; 
hangover from your drinking/drug use? B=2-Once; 
( continued on next page) 
C=3- 2-3 times; 
D=4- 4-6 times; 
E=5-More than 6 times 
404 
Coding Adjustment 
for Scale/Subscale 
Behavior Subscales: Substance Abuse 
Scale Range : 1-5; high score indicative of high substance abuse 
In the past year, how often have these 
things happened because of your 
drinking or drug use : 
I messed up on something important. 
I was in trouble with police or other 
authority . 
I broke or messed up someone else's 
things. 
I got into an argument or fight. 
I got sick/threw up . 
I drove a car after having alcohol or 
drugs. 
I was hurt/injured. 
Someone I know talked to me about 
how I was acting . 
I thought I might have a drinking 
or drug problem. 
I couldn't remember (blacked out). 
I did something I wished I hadn't. 
I was arrested for drunk driving. 
I had sex that I wouldn't have had if 
I was sober . 
I tried to stop using but didn't . 
I thought about or tried to kill myself . 
( continued on next page) 
Raw Score Coding 
A=l-Never; 
B=2-0nce ; 
C=3- 2-3 times; 
D=4- 4-6 times; 
E=S-More than 6 times 
405 
Coding Adjustment 
for Scale/Subscale 
Behavior Subscales: Sexual Assertiveness Partner Communication 
Scale Range : 1-5; high score indicative of high assertiveness for partner communication 
Coding Adjustment 
Item Raw Score Coding for Scale/Subscale 
I would ask if I want to know if my 
partner ever had an HIV test. 
I would ask my partner about the AIDS 
risk his or her past partners, if I want 
to know. 
I would ask if I want to know if my 
partner ever had a STD. 
I would ask if I want to know if my 
partner ever had sex with someone 
who shoots drugs with a needle. 
I would ask if I want to know if my 
partner ever used needles to take 
drugs. 
A=l-Never; 
B=2-Sometimes; 
C=3-About half the time; 
D=4-Usually; 
E=5-Always 
Behavior Subscales: Sexual Assertiveness Condom Use 
Scale Range: 1-5; high score indicative of high assertiveness for condom use 
I would have sex without a condom if 
my partner doesn't like them, even if 
I want to use one. 
I would make sure my partner and I use 
a condom when we have sex. 
I would insist on using a condom if I 
want to, even if my partner doesn't like 
them. 
I would have sex without using a condom 
if my partner insists, even if I don't 
want to. 
I would refuse to have sex if my partner 
refuses to use a condom. 
( continued on next page) 
Raw Score Coding 
A=l-Never; 
B=2-Sometimes; 
C=3-About half the time; 
D=4-U sually; 
E=5-Always 
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Coding Adjustment 
for Scale/Subscale 
Reverse coding 
Reverse coding 
Behavior Subscales: Self Risk History 
Scale Range : 1-5; high score indicative of high self risk history 
About how long have you been involved 
with your most recent sex partner? 
How old were you the first time you 
willingly had intercourse? 
About how many sex partners have you 
had in your life? 
About how many sex partners have you 
had in the past year? 
In the past year, did you use alcohol 
before having sex? 
In the past year, did you use marijuana or 
other drugs before having sex? 
In the past year, how many drinks did you 
normally have before having sex? 
( continued on next page) 
Raw Score Coding 
A= 1 -No sex partners; 
B=2-Less than one mo .; 
C=3- 1-6 months; 
D=4- 6-12 months; 
E=5-Over one year 
(Age) 
A=l-None; 
B=2-One; 
C=3- 2-4; 
D=4- 5-7; 
E=5- 8 or more 
A=l-Never; 
B=2-Sometimes; 
C=3-About half the time; 
D=4-U sually; 
E=5-Always 
A=l-None; 
B=2- 1-2 drinks; 
C=3- 3-5 drinks; 
D=4- 6-10 drinks; 
E=5- 11 or more 
• Age range for point spread derived from sample distribution. 
407 
Coding Adjustment 
for Scale/Subscale 
Recode (l=l), (2=5), 
(3=4), (4=3), (5=2) 
Recode • (10-12=5), 
(13=3.75), (14=2 .50), 
(15-18=1.25), (N/A=0) 
Behavior Subscales: Partner Risk History 
Scale Range: 1-5; high score indicative of high partner risk history 
Coding Adjustment 
Item Raw Score Coding for Scale/Subscale 
How sure are you that you have not been 
exposed to AIDS? 
How sure are you that your sex partner(s) 
have not been exposed to AIDS? 
How sure are you about your estimate 
of number of partners your most recent 
partner has had? 
Have you ever been tested for HIV? 
About how many partners has you most 
recent partner had? 
How many sex partners have you had who 
shoot drugs with a needle? 
How many sex partners have you had who 
tested positive for HIV or had AIDS? 
Behavior Items 
A= 1-Absolutely; 
B=2-Very; 
C=3-Somewhat; 
D=4-Slightly; 
E=5-Not J at all 
.J, 
A=l-No; 
B=2-Yes, negative; 
C=3-Yes, positive 
A=l-None; 
B=2-0ne; 
C=3- 2-4; 
D=4- 5-7; 
E=5- 8 or more 
.J, 
( complex items examined individually) 
Do you always use condoms right now? 
In the next 6 months, do you plan to start 
using condoms if you have sex? 
If you were to make a guess, how much 
risk do you have for getting HIV/ AIDS 
at this time in your life? 
( continued on next page) 
Raw Score Coding 
A=l-No sex partners; 
B=2-Started using 1 yr ago+; 
C=3-Started using< yr ago; 
D=4-Sometimes, not always; 
E=5-Never 
A=l-No sex partners; 
B=2-Already always use; 
C=3-Plan to start using; 
D=4-Maybe, sometimes; 
E=S-No 
A=l-No risk; 
B=2-Slight risk; 
C=3-Some risk; 
D=4-Moderate risk; 
E=S-High risk 
408 
Recode (1=1), (2=3), 
(3=5) 
Coding Adjustment 
for Scale/Subscale 
Behavior Matrix Items 
( sexual experience in the past year) 
Vaginal sex/with condom 
Vaginal sex/without condom 
Oral sex/with condom 
Oral sex/without condom 
Anal sex/with condom 
Anal sex/without a condom 
More than five sex partners, past year 
If yes, how many sex partners 
Environment Subscales: Peer Risk 
Coding Adjustment 
Raw Score Coding for Scale/Subscale 
partner 1 # of times; (999=N/ A) 
partner 2 # of times; (999=N/A) 
partner 3 # of times; (999=N/A) 
partner 4 # of times; (999=N/ A) 
partner 5 # of times; (999=N/A) 
A=O-no; B=l-yes 
# of partners past year; (99=N/A) 
Scale Range: 1-5; high score indicative of high peer risk 
Item 
Most of my friends have had sex. 
One of my close friends does things 
that could lead to them getting AIDS. 
My close friends insist on using condoms 
when they have sex with a risky partner. 
My close friends think that their partner 
would not mind using a condom when 
they have sex. 
My close friends are afraid to ask a partner 
to use a condom when they have sex. 
Some of my close friends think that they 
are at risk of getting AIDS. 
My close friends think that it's okay for a 
woman to ask a partner to use condoms. 
My close friends ask a sex partner to 
use a condom. 
( continued on next page) 
Raw Score Coding 
A=l-Definitely not true; 
B=2-Not really true; 
C=3-Somewhat true; 
D=4-Mostly true; 
E=5-Definitely true 
A=l-Definitely no; 
B=2-Probably no; 
C=3-Not sure; 
D=4-Probably yes; 
E=5-Definitely yes 
A= I -Definitely no; 
B=2-Probably no; 
C=3-Probably yes; 
D=4-Definitely yes 
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Coding Adjustment 
for Scale/Subscale 
Recode (1=5), (2=4), 
(3""2), TI) 
Recode (1=1), (2=2), 
(3=4), ( 4=5) 
l 
Recode (1=5), (2=4), 
(3=2), (4=1) 
l 
Environment Subscales: AIDS Proximity 
Scale Range: 1-5; high score indicative of high AIDS proximity 
If you know someone with HIV/ AIDS, 
how old were you when you first knew 
this person with HIV/AIDS? 
A family member or close friend has 
HIV/AIDS . 
I know someone with HIV/ AIDS who 
is not a close friend or a member of 
my family. 
I know a gay person who has HIV/ AIDS . 
I know a person who is not gay who has 
HIV/AIDS . 
I know a woman who has HIV/ AIDS . 
I know a person who shoots drugs with 
a needle who has HIV/ AIDS. 
I know someone who was tested for AIDS. 
Raw Score Coding 
A=l- 12 yrs or younger; 
B=2- 13-14 years; 
C=3- 15-16 years; 
D=4- 1 7 yrs or older; 
E=5-N/A 
A=l-Definitely no; 
B=2-Probably no; 
C=3-Not sure; 
D=4-Probably yes; 
E=5-Definitely yes 
Environment Subscales: Media Resources 
Coding Adjustment 
for Scale/Subscale 
Reverse coding 
Scale Range: 1-5; high score indicative of high use of media resources 
Coding Adjustment 
Item Raw Score Coding for Scale/Subscale 
For me, watching TV has been an 
important way to learn about 
HIV/AIDS. 
For me, listening to the radio has been 
an important way to learn about 
HIV/AIDS. 
For me, seeing movies in the theater , 
or on video has been an important 
way to learn about HIV/ AIDS . 
For me, reading books or magazines has 
been an important way to learn about 
HIV/AIDS . 
For me, reading newspapers has been 
an important way to learn about 
HIV/AIDS . 
( continued on next page) 
A=l-Definitely not true; 
B=2-Not really true; 
C=3-Somewhat true; 
D=4-Mostly true; 
E=5-Definitely true 
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Environment Subscales: Media Influence 
Scale Range: 1-5; high score indicative of high media influence 
Item 
Knowing that "Magic Johnson," a 
famous basketball player , has HIV/ 
AIDS has made me want to learn more 
about HIV/AIDS . 
Knowing that a famous singer I really 
like has died of AIDS would make me 
want to learn more about how I can 
avoid getting it. 
Knowing that a famous movie or TV star 
I really like has died of AIDS would 
make me want to learn more about how 
I can avoid getting it. 
Knowing a famous movie or TV star I 
really like has HIV/ AIDS would make 
me want to learn more about how I can 
avoid getting it. 
Knowing a famous singer I really like has 
HIV/ AIDS would make me want to learn 
more about how I can avoid getting it. 
( continued on next page) 
Raw Score Coding 
A=l-Definitely not true; 
B=2-Not really true ; 
C=3-Somewhat true; 
D=4-Mostly true; 
E=5-Definitely true 
411 
Coding Adjustment 
for Scale/Subscale 
Education Subscales: School Education 
Scale Range : 1-5; high score indicative of high education derived from school 
Coding Adjustment 
Item Raw Score Coding for Scale/Subscale 
How old were you when you had your 
first class in school that talked about 
IDV/AIDS? 
I learned a lot about IDV/ AIDS in classes 
I took in grade school. 
I learned a lot about HIV/ AIDS in classes 
I took in junior high school. 
I learned a lot about HIV/ AIDS in classes 
I took in high school. 
Most of what I learned about HIV/ AIDS 
in my classes was from listening to my 
teacher talk about it. 
A=l- 12 yrs or younger; 
B=2- 13-14 years; 
C=3- 15-16 years; 
D=4- 17 yrs or older; 
E=5-N/A 
A= I-Definitely not true; 
B=2-Not really true; 
C=3-Somewhat true; 
D=4-Mostly true; 
E=5-Definitely true 
Most of what I learned about HIV/ AIDS in 
classes was from movies, books, and/or slides. 
Most of what I learned about HIV/ AIDS 
in my classes was from asking the 
teacher to answer my questions about it. 
Most of what I learned about IDV/AIDS in 
my classes was from doing assignments. 
Education Subscales: School Influence 
Reverse coding 
Scale Range: 1-5; high score indicative of high influence derived from school 
I learned a lot in my classes about the 
things people do that can cause them to 
get HIV/ AIDS. 
I learned a lot in my classes about what 
to do if I do not want to have sex. 
Most of what I learned about how to 
practice safer sex was from my health 
or sex education classes. 
I was taught how to keep myself from 
getting into a situation that would put me 
at risk for getting IDV/AIDS. 
It would be easy for me to talk about sex 
with a teacher or school counselor . 
( continued on next page) 
Raw Score Coding 
A= I -Definitely true; 
B=2-Not really true; 
C=3-Somewhat true; 
D=4-Mostly true; 
E=5-Definitely true 
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Coding Adjustment 
for Scale/Subscale 
Education Subscales: Peer Education (single item) 
Scale Range : 1-5; high score indicative of high education derived from peers 
It would be easy for me to talk about sex 
with my best friend(s). 
Raw Score Coding 
A=l-Definitely not true; 
B=2-Not really true; 
C=3-Somewhat true; 
D=4-Mostly true; 
E=5-Definitely true 
Education Subscales: Peer Influence 
Coding Adjustment 
for Scale/Subscale 
Scale Range : 1-5; high score indicative of high influence derived from peers 
Raw Score Coding 
Most of what I know about HIV/AIDS A=l-Definitely not true; 
I learned from my friends. B=2-Not really true; 
When my best friend(s) talk about HIV/ C=3-Somewhat true; 
AIDS, I believe that what they say is true. D=4-Mostly true; 
Most of what I know about sex I learned E=5-Definitely true 
from my friends. --v 
Education Subscales: Parent Education (single item) 
Coding Adjustment 
for Scale/Subscale 
Scale Range: 1-5; high score indicative of high education derived from parents 
It would be easy for me to talk to my 
mother or father(or guardian) 
about sex. 
Raw Score Coding 
A=l-Definitely not true; 
B=2-Not really true; 
C=3-Somewhat true; 
D=4-Mostly true; 
E=5-Definitely true 
Education Subscales: Parent Influence (single item) 
Coding Adjustment 
for Scale/Subscale 
Scale Range: 1-5; high score indicative of high influence derived from parents 
Most of what I know about HIV/ AIDS 
I learned from my mother or father 
(or guardian). 
( continued on next page) 
Raw Score Coding 
A=l-Definitely not true; 
B=2-Not really true; 
C=3-Somewhat true; 
D=4-Mostly true; 
E=S-Definitely true 
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Coding Adjustment 
for Scale/Subscale 
Education Subscales: Sibling Education (single item) 
Scale Range: 1-5; high score indicative of high education derived from siblings 
It would be easy to talk about sex with 
my brother or sister (if you don't 
have brothers or sisters, consider 
cousins, or other relatives). 
Raw Score Coding 
A=l-Definitely not true; 
B=2-Not really true; 
C=3-Somewhat true; 
D=4-Mostly true; 
E=5-Definitely true 
Education Subscales: Sibling Influence (single item) 
Coding Adjustment 
for Scale/Subscale 
Scale Range: 1-5; high score indicative of high influence derived from siblings 
Item 
Most of what I know about HIV/ AIDS 
I learned from my brother(s) and/ 
or sister(s). 
Raw Score Coding 
A=l-Definitely not true; 
B=2-Not really true; 
C=3-Somewhat true; 
D=4-Mostly true; 
E=5-Definitely true 
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Coding Adjustment 
for Scale/Subscale 
Feedback Sheets 
Group# 
Leader : 
Date : 
Appendix G 
Focus Group Feedback Sheets and 
Semi-Structured Interview Questions 
URI/Griswold Public School 
Group Demographic Sheet 
Please don't write in this box 
1. lam: 4. This is my 
□ Male (please check only one box) : 
□ Female □ FIRST Griswold discussion group 
□ SECOND discussion group 
2. lam: □ THIRD discussion group 
□ White 
□ African-American 
□ Asian-American 5. My age is: 
□ Hispanic-American (please fill in your age) 
□ Native-American 
□ Other : 6. My grade is: 
(please fill in your grade) 
3. For me, the survey was 7. For me, the discussion group was 
(check all that apply) : (check all that apply): 
□ interesting □ interesting 
□ boring □ boring 
□ worthwhile □ worthwhile 
□ helpful □ helpful 
□ upsetting □ upsetting 
□ dumb □ dumb 
□ easy □ easy 
□ difficult □ difficult 
□ fun □ fun 
□ depressing □ depressing 
□ important □ important 
□ silly □ silly 
□ just okay □ just okay 
□ (other) □ (other) 
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Focus Group Semi-Structured Interview Questions 
Overview [ repeated before each group] : I'd like to thank you all for participating in this 
important research. Before we begin, it is important that we understand that anything 
discussed in this group is confidential. And we should not talk about what other people 
say outside of the group . So that nobody is embarrassed about talking about personal 
things, I'd like to establish a format. You can talk about yourself, your friends, your 
family, or anyone you know, but you cannot give their name or identify who you are 
talking about. To do that , you can say, ' I know somebody who ... ' This way nobody 
knows if you ' re talking about yourself or somebody else. Is that okay with everybody? 
First some simple questions . Did you find the survey easy to understand? Were there 
parts you liked or didn't like? Were there parts that you would have taken out , or things 
you think should have been added that weren't? 
Do you think surveys like this can help researchers learn more about HIV/AIDS? Do you 
think they will help researchers help other people from getting IIlV/AIDS? Why or why 
not? What do you think would help? 
Here's your chance, pretend you have the power . There is no cure for AIDS how would 
you help people from getting it, and what would you do for all those people who already 
have it? 
Do you think that IIlV / AIDS is a problem for teenagers? How about for teenagers, let's 
say, in Connecticut? 
What other things about HIV/AIDS would you have liked to discuss but we didn' t have 
time? 
Okay today we will be discussing moral and ethical dilemmas people may face regarding 
AIDS, both as a society and individually. We talked in some groups about some places 
that separate people with AIDS to reduce spreading, what do you think about putting 
people with AIDS in a separate area to live and no one could go in and no one could come 
out? What are the good points and bad points about that? 
What if your best friend had HIV or AIDS and you couldn ' t see them anymore? What ifit 
were your brother or sister? What if it were your parents? 
What about gay people? Do you think that AIDS is only a problem for them? What if 
you found out someone in your school is gay, would you feel differently about them? 
How would you feel? What if you found out your best friend was gay, what if anything, 
would be different? What if you found out your best friend' s parents were gay, what if 
anything, would be different? What if you found out your brother or sister was gay, what 
( continued on next page) 
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if anything, would be different? What if your parents were getting a divorce and you 
found out one of them was gay, what, if anything, would be different? 
Other than a gay person's choice in a sexual partner, how are they different? Can you tell 
if someone is gay without them telling you? 
Recently scientists have discovered that one medication can help pregnant women who 
have AIDS not give it to their unborn child. Do you think that all pregnant women should 
be forced to be tested for AIDS and forced to take medication for their baby? What about 
rights? Should society consider the pregnant woman's rights or the rights of the unborn 
baby? What if she doesn't want testing, what if she doesn't want to know if she has 
AIDS? Does she have the right to refuse to be tested, and still be a good mother? Why 
might a pregnant woman not want to be tested? What might change in her life if she 
found out she did have HIV or AIDS? 
Can someone with HIV have sex without giving it to someone else? Should people with 
AIDS refrain from having sex for the rest of their lives? 
Okay generally, most people said that AIDS is a problem for teens. How much risk do 
you think teenagers would take in different situations. If someone's parents said they 
couldn't go out for some reason, and a friend comes to the window after the parents went 
to bed, what do you think it would take to make someone go out anyway and risk getting 
in trouble? (Prompt: The first thing that came to mind?) What if the parents weren't going 
to be home until late and friends show up with alcohol, how risky is that situation? What 
if it were drugs instead of alcohol? What if a boyfriend or girlfriend showed up and the 
parents were out until late, what are the risks if they decided to have sex? What would 
make that person decide it was okay to have sex? What if the guy or the girl was really 
popular? What if the guy or the girl was really, really cute? 
Do you think teens are comfortable talking with friends about sex? Why or why not? 
How about parents? Who do you think teenagers should talk to about sex and why? Who 
would be the best person to talk to if they could? Do you think parents talk to their 
children about AIDS? In general, what might be good about sex and what might be bad 
about sex? Do you think those ideas reflect how people are brought up? 
What other things about HIV/AIDS would you have liked to discuss but we didn't have 
time? 
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AppendixH 
Passive Consent (Youth-to-Youth) 
[URI Psychology Department Letterhead] 
July, 1994 
* * * IMPORTANT * * * 
Adolescent Health and Lifestyle Project, The University of Rhode Island 
Department of Psychology, Kingston, Rhode Island 02881 
PARENT AL CONSENT FORM FOR RESEARCH 
(To be returned only if you DO NOT want your child to participate 
in a University of Rhode Island survey study) 
Dear Parent/Guardian: 
I am a doctoral student in the Clinical Psychology Program at the University of 
Rhode Island and a Youth-to-Youth adult volunteer, and I am requesting your permission 
to have your son or daughter participate in a study on Acquired Immune Deficiency 
Syndrome (AIDS) knowledge, attitudes and awareness among adolescents. If you agree, 
your child, and all other teens attending the 1994 Youth-to-Youth Conference in Bristol, 
RI will be asked to fill out an ANONYMOUS questionnaire measuring knowledge, 
attitude and behavior regarding AIDS . The study has been approved by the University of 
Rhode Island Institutional Review Board which protects research participants' rights in 
such projects. The paper-and-pencil survey will take about 45 minutes to complete and 
will be conducted during the conference registration. 
Participation is voluntary . If your child decides to take part in this study, he or she 
may quit at any time . The possible risks or discomforts of the study are minimal, some 
degree of initial awkwardness about sensitive information relating to sexual and drug 
behavior may occur. The possible benefits from this study include an increased knowledge 
and awareness for your child about his or her personal behavior . In addition, the 
researcher hopes to learn valuable information about prevention of AIDS, toward 
designing future health education intervention/prevention programs for youth . Your 
child's survey answers in this study are anonymous. None of the responses to the survey 
will identify your child by name, even the researcher will not be able to match surveys with 
participants. The only place your child's name will appear is on similar assent form to 
verify that your child has agreed to volunteer . The assent form will NOT be attached to 
any responses and will be collected separately to ensure confidentiality. Data from this 
study will be coded and reported in grouped data only and will not reveal specifics about 
any individual. 
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Participation is not expected to be harmful to your child. However, if completing 
the survey is upsetting, phone numbers are provided on the assent form for assistance . If 
either you or your child has questions or want more information on the study or about 
AIDS, please contact me at URI (401-792-2741) . If you are not satisfied with the way 
this study is performed, you may discuss your complaints with me or my supervisor, 
Kathryn Quina, Ph.D. (401-277-3832) anonymously, if you choose . Also, you may 
contact the office of the Vice Provost for Research, URI, 70 Lower College Road, 
Kingston, RI (401-792-2635) . 
IF YOU CONSENT TO YOUR CHILD'S PARTICIPATION, PLEASE DO 
NOT RETURN TIDS FORM, KEEP IT FOR YOUR INFORMATION. 
If you have questions, please call me or Dr. Quina at the telephone numbers above, 
we will be happy to discuss the project with you and answer any questions. Thank you for 
your assistance, and I hope this study will lead to better understanding of adolescent 
behavior and AIDS awareness . 
Sincerely, 
Michelle A Lang, M .A. 
University of Rhode Island 
If you DO NOT want your child to participate in this project , please sign, date, 
and have your child return this form at the Youth-to-Youth Conference registration . 
My child ______________ is not allowed to participate in 
(please print your child's name) 
the URI Health and Lifestyle Project for adolescents. I understand that my decision does 
not affect my child's participation in the Youth-to-Youth conference in any way. 
Signature of Parent/Guardian 
Date : 
-----------
Printed Name of Parent/Guardian 
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Appendix I 
Parent Cover Letter ( Griswold) 
[URI Psychology Department Letterhead] 
September, 1994 
Dear Parent/Guardian : 
I am a doctoral student in the Clinical Psychology Program at the University of 
Rhode Island. I am writing to request your permission to have your son or daughter 
participate in a study related to Acquired Immune Deficiency Syndrome (AIDS) 
knowledge and awareness among adolescents at Griswold Public School. The study has 
been approved by the School Board and faculty for the junior and senior high school 
students at Griswold, in an effort to assess the overall knowledge and awareness of the 
students attending the school. The study has also received approval from the University 
of Rhode Island Institutional Review Board safeguarding the rights and welfare of 
research participants , and ensuring ethical practices of researchers. 
As you may know, the number of AIDS cases continues to increase every year, 
and Human Immunodeficiency Virus (HIV) and AIDS has extended into the heterosexual 
adolescent population . The importance of understanding risk factor and promoting 
behavioral awareness is an essential component in successful prevent ion of the spread of 
AIDS . It is our hope to extend existing research efforts to include younger members of 
the community, specifically, adolescents . For instance, the number of AIDS cases among 
teens is doubling each year, yet very little research has included the adolescent population. 
With your permission, participation will involve completion of a paper and pencil 
survey at Griswold lasting about 40 minutes measuring your son or daughter's knowledge, 
attitude and behavior regarding AIDS . The survey answers will be completely 
anonymous. The questionnaire has been administered to 500 teenagers in the Rhode 
Island, Connecticut and Massachusetts area during 1993. With parental and participant 
feedback, an improved, shortened version was distributed to an additional 500 teens 
attending a youth conference during the summer of 1994. Findings from these earlier 
studies show that many teens in our area obtain the majority of their information from 
friends, and still hold several misconceptions about the transmission of AIDS . 
Consequently many of these teens underrated or overrated their personal risk for AIDS . 
However , many adolescents reported positive feedback in their increased awareness of 
their personal behavior with the survey taking process . 
Surveys will be provided at Griswold in the Fall 1994 semester, during health or 
study class, or activity period. Only those students who have obtained parental or 
guardian permission, indicated by the return of the enclosed parental consent form, will 
participate. The names of all survey participants will be kept in the strictest confidence, 
and personal identification of all individual survey responses will be impossible to obtain 
even for the researcher. Absolutely no names or individual profiles will be used in the 
study report . Informal discussion groups will take place after survey complet ion at a later 
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date for those students who wish to participate by providing their feedback about the 
survey, such as readability, and discussing any general concerns or ideas they may have 
about helping teenagers in the intervention and prevention of HIV/AIDS. This will also 
provide an opportunity for students to participate in an informal question and answer 
session. Absolutely no questions about personal behavior will be asked in the discussion 
groups. 
Two $50 cash incentive bonuses will be offered to the participants, one drawn 
from the names of those completing the survey, and a second drawn from those 
participating in a discussion group. Numbered bonus tickets will be distributed to survey 
and discussion participants , and a two winners will be drawn later during the semester. 
Participation is voluntary . If any individual wishes to withdraw from the study, his 
or her wish will be respected . I believe all participants will receive direct benefits from this 
study in an increased knowledge and awareness about his or her personal behavior in this 
area. Additionally, along with other researchers, I hope to learn valuable information 
about intervention and prevention of AIDS from the information derived from the 
adolescent population, and assist Griswold in an assessment of their potential health 
curriculum needs . 
Enclosed with this letter are two copies of a "Parental Consent Form for 
Research ." The rather formal style of the consent form is required by Federal regulations . 
Please read the consent form. If you approve and your child agrees to participate , please 
sign both copies and have your child return one copy to Griswold. The second copy is for 
you to keep . 
If you have any questions, or if you would like to see the survey in advance, please 
feel free to call me, or my supervisor, Dr . Kathryn Quina, University of Rhode Island 
Psychology Department at the College of Continuing Education Campus in Providence 
(401) 277-3832 or the AIDS Research Center at University of Rhode Island in Kingston, 
Rhode Island ( 401) 792-27 41 . Additionally, a copy of the survey will be available at 
Griswold for parent or guardian review . The results of this study will be offered to the 
faculty at Griswold in an effort to help develop a health curriculum tailored for the 
population at the school. Please contact me at either of the numbers listed on the enclosed 
card if you would like a copy of the results at the conclusion of the study in the Spring of 
1995, or if you have any questions or concerns regarding this study. 
Thank you for your cooperation . I hope that you will give permission to let your 
son or daughter take part in this very important study. Further , I hope this study will lead 
to a better understanding of adolescent behavior and AIDS awareness toward more 
effective intervention and prevention strategies with young people . 
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Sincerely, 
Michelle A. Lang , M.A. 
University of Rhode Island 
AppendixJ 
Parental Consent (Griswold) 
The University of Rhode Island 
Department of Psychology, Kingston, R][ 02881 
Health and Lifestyle Project 
PARENTAL CONSENT FORM FOR RESEARCH 
I have been asked to grant my son or daughter permission to take part in a 
research project described below . The researcher will explain the project to me in detail 
and I should feel free to ask questions. Ifl have more questions later, Michelle Lang, the 
person mainly responsible for this study, will discuss them with me (401-792-2741 or 401-
792-2193). 
I have been asked to grant my son or daughter permission to take part in a study of 
adolescent knowledge, attitudes and health-related behaviors concerning AIDS by 
anonymously completing a pencil and paper survey. Additionally, informal confidential 
discussion groups will be offered to my son or daughter to participate, with the 
opportunity to ask questions and/or provide feedback about the survey, and concerns or 
ideas about IIlV/AIDS prevention for teenagers . Because of the nature of some of the 
survey questions, my child must be 18 years of age or acquire parental consent to 
participate . 
If I decide to allow my child to take part in this study. his or her participation will 
involve filling out a survey at Griswold Public School of approximately 160 items 
pertaining to his or her knowledge , attitudes and behavior . This will take about 40 
minutes. Upon completion of the survey, my child will return it to the researcher at 
Griswold. Only subject code numbers will be attached to my child's responses at a later 
date for data entry purposes only and will be assigned after all surveys are completed to 
ensure complete anonymity of responses . My child will have the opportunity to 
participate in small, informal group discussions about IIlV/AIDS after completing the 
survey if he or she likes. My child will be eligible to win a cash bonus incentive of $50 for 
survey completion, and $50 for discussion group participation. 
The possible risks or discomforts of the study are minimal, some degree of initial 
awkwardness about sensitive information relating to sexual and drug behavior may occur. 
The possible benefits from this study include an increased knowledge and 
awareness for my child about his or her personal behavior in this area . In addition, the 
researcher hopes to learn valuable information about prevention of AIDS, and listen to 
feedback and ideas that adolescents have regarding intervention and prevention . 
My child's part in this study is confidential. None of the actual responses to the 
survey will identify my child by name. All records will be collected anonymously in a 
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manner in which the researcher will not be able to match the surveys with the participants. 
The only place my name is used is at the bottom of this form to verify that I agreed to 
allow my child to participate . The only place my child's name is used is at the bottom of a 
similar assent form to verify that my child has agreed to volunteer for this study. This 
form and the assent form will not, however, be attached with any of the survey responses, 
and both will be collected independently of the survey to ensure confidentiality. 
Information from this study will be reported only in grouped data that does not reveal 
specifics regarding any individual. 
Participation in this study is not expected to be harmful to my child. However, if 
completing this survey is upsetting to my child telephone numbers for assistance are 
provided on the enclosed card. All survey and discussion group participants will also 
receive this information resource card. If either myself or my child has any questions, 
concerns or would like more information about this study or about AIDS, I can contact 
the researcher, Michelle Lang . Ifl am not satisfied with the way this study is performed, I 
may discuss my complaints with Michelle Lang, or her supervisor Kathryn Quina, Ph.D. 
(401-277-3832) anonymously, ifl choose . In addition, I may contact the office of the 
Vice Provost for Research, 70 Lower College Road, University of Rhode Island, 
Kingston, Rhode Island (401-792-2635). 
With my permission, the decision whether or not to take part in this study is up to 
my child. In giving my child permission to participate, I am giving my child the choice 
whether to participate. My child does not have to participate. If my child decides to take 
part in this study, he or she may quit at any time. Ifmy child wishes to quit, he or she 
simply informs the researcher of his or her decision . I have read this Consent Form and 
my questions have been answered . My signature on this form means that I understand the 
information and I grant my child permission to participate . 
Signature of parent & date 
Please print child's name 
Signature of researcher & date 
Typed/printed name 
Parents/guardians may be contacted to verify 
permission. Please include telephone number 
where you can be reached: _____ _ 
Michelle A. Lang 
Typed/printed name 
Please retain one of the two consent forms for your records 
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AppendixK 
Information Card 
Telephone Numbers for Assistance or Information 
For more information about this project: 
Michelle Lang, URI, toll free: 1-800-287-1823 
or (401) 792-2741; (401) 792-2193 
John Cormier, School Psychologist, Griswold 
(203) 376-7027 
For more information or assistance about AIDS or AIDS-related issues: 
RI Project AIDS Hotline: 1-800-726-3010 Alcoholics Anonymous: 1-800-439-8860 
or (9-9 M-F, 12-4 Sat): (401) 831-5522 The Samaritans (RI): (401) 272-4044 
The Samaritans (CT): (203) 232-2121 
AIDS Information Lines of Eastern Connecticut: 
Hartford: (203) 249-6850 
Old Saybrook area: (203) 388-9941 
New London County: (203) 886-0516 
Middletown area: (203) 346-6691 
Putnam/Thompson area: (203) 928-6577 
Danielson/Plainfield/Willimantic: (203) 456-8886 
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Appendix L 
Participant Cover Letter 
[URI Psychology Department Letterhead] 
Dear Participant: 
, 1994 
Thank you for agreeing to fill out this survey on teenagers and health . It will take 
you about 40 minutes or less to fill it out. Please read and sign the "Informed Assent" 
Form attached, and return one copy to me, apart from the survey . The second copy is for 
you to keep . Please remember that all of your answers on the survey are completely 
ANONYMOUS . Your name will never be matched to your answers. ONLY YOU WILL 
KNOW WHAT YOU ANSWER TO THE SURVEY QUESTIONS! If you would like to 
participate in a small discussion group in the next few weeks, please sign the list located 
next to the survey return area . You will receive a $50 bonus ticket after you complete the 
survey. If you decide to join a discussion group, you will receive another $50 bonus ticket 
after you participate . Winners will be drawn [ at the closing ceremonies of the Youth-to-
y outh Conference/later this semester]. 
If you have any questions about HIV/AIDS or if you have any feelings that you 
want to talk about privately after you answer the survey, phone numbers have been 
provided on the cards attached to this letter. Please consider using the phone numbers to 
find someone who could help you . Please make as many calls as you feel you need to . 
Your answers are very important to myself and other researchers . It is important 
to learn how to protect ourselves and others from AIDS, and other sexually transmitted 
diseases, and from other things that harm us. Your answers will help us learn about how 
to do that . Please remember that no one will know what YOUR answers are. Your name 
will not be on any survey. No one can learn your private answers to these questions. We 
hope this survey will not make you feel embarrassed or judged. There are no "right" or 
"wrong" answers to these questions. No answers are "good" answers or "bad" answers. 
Your answers will help us to understand more and we are very grateful for your 
help. Thank you again for participating . 
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Sincerely, 
Michelle A Lang 
University of Rhode Island 
AppendixM 
Participant Assent (Youth-to-Youth) 
The UniveJrsity of Rhodle Island!. 
DepaJrt1ment of Psychology , Kingston , RI oZ88!l 
Health ancll Lifestyle Project 
PARTICIPANT ASSENT FORM FOR RESEARCH 
A researcher at the University of Rhode Island has asked me to be a part of a 
research project at the Youth-to-Youth Conference described below . The researcher will 
explain the project to me and answer any questions that I may have about this study . Ifl 
have more questions later , Michelle Lang, the person mainly responsible for the study will 
discuss them with me (401-792-2741 or 401-792-2193) . 
I have been asked to take part in a study about teenagers, knowledge attitudes and 
other health-related behaviors concerning AIDS by filling out a survey that will be 
anonymous at the 1994 Youth-to-Youth Conference. Because some of the survey 
questions are very sensitive and personal, my parents have given me permission to 
participate by not returning the Parental Consent Form stating that they do not want me to 
participate . 
If I decide to take part in this study, my participation will involve filling out a 
survey of about 160 questions regarding my knowledge, my attitudes and my behavior 
about AIDS . This will take about 40 minutes. When I finish the survey, I will return it to 
Michelle Lang at the Youth-to-Youth Conference. I will not put my name on the survey . 
All of my answers will be anonymous, no one will know which survey is mine, and I 
understand that my parents or anyone at the conference will not have access to any of my 
personal answers 
The possible risks or discomforts of this study are small, I might feel awkward 
about answering some of the survey questions about sexual and drug behavior. 
The possible benefits from this study include an increased knowledge and 
awareness about my personal behavior . In addition, the researcher hopes to learn valuable 
information about prevention of AIDS, by listening to what teenagers have to say. 
Additionally, when I return the completed survey I will be eligible to win a $50 
bonus prize for participation. 
My involvement in this study is confidential. None of the actual answers to the 
survey will identify me by name . Everything will be collected anonymously in a manner in 
which even the researcher will not be able to match up the surveys with the people filling 
them out . The only place my name is used is at the bottom of this form to verify that I 
agree to volunteer in this study . This form will not be attached to any of the completed 
surveys. Everything will be collected separately . Information from my survey will be 
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added together with information from many other people completing the survey in this 
study. No specific or individual answers will be reported, only totals as a group . 
Participation in this study is not expected to be harmful to me. If I feel 
uncomfortable after completing the survey, I can call Michelle Lang or the telephone 
numbers on this form or on the questionnaire for someone to talk to . I can make as many 
calls as I feel I need to. Ifl want some additional information about this study or about 
AIDS, I can call Michelle Lang and she will answer my questions or send me some 
information that will help me. IfI am not satisfied with the way this study is performed, I 
may discuss my complaints with Michelle Lang, or her supervisor, Dr . Kathryn Quina, 
(401-277-3832) privately or anonymously, ifl choose, or I can contact the office of the 
Vice Provost for Research, 70 Lower College Road, University of Rhode Island, 
Kingston , Rhode Island ( 401- 792-263 5). 
The decision whether or not to take part in this study is up to me. I have 
permission from my parents or guardian to be a part of this study, but I do not have to 
participate if I do not want to . IfI decide that I want to quit, I may do so at any time. IfI 
want to quit, I will tell Michelle Lang that I do not want to be a part of this study. I have 
read this Assent Form and my questions have been answered . My signature on this form 
means that I understand the information and I agree to participate in this study . 
Signature of participant & date 
Signature of researcher & date 
Typed/printed name 
Michelle A Lang 
Typed/printed name 
Telephone Numbers for Assistance or Information 
Michelle Lang, URI : (401) 792-2741 
Alcoholics Anonymous : 1-800-439-8860 
The Samaritans (RI) : (401) 272-4044 
RI Project AIDS Hotline : 1-800-726-3010 
or (9-9 M-F, 12-4 Sat) : (401) 831-5522 
Please retain one of the two assent forms for your records 
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AppendixN 
Participant Assent (Griswold) 
The University of Rhode Island 
Department of Psychology 1 Kingston, RI 02881 
Health and Lifestyle Project 
PARTICIPANT ASSENT FORM FOR RESEARCH 
A researcher at the University of Rhode Island has asked me to be a part of a 
research project described below. The researcher will explain the project to me and 
answer any questions that I may have about this study . Ifl have more questions later, 
Michelle Lang, the person mainly responsible for the study will discuss them with me 
(401-792-2741 or 401-792-2193) . 
I have been asked to take part in a study about teenagers, knowledge attitudes and 
other health-related behaviors concerning AIDS by filling out a survey that will be 
anonymous. I also have the option to take part in a small discussion group to ask any 
questions that I may have, talk about whether the survey was easy or hard to read, and to 
provide the researcher with any ideas that I may have about preventing AIDS with 
teenagers. Because some of the survey questions are very sensitive and personal, my 
parents have given me permission to participate (or I am 18 years old or older). 
Ifl decide to take part in this study, my participation will involve filling out a 
survey of about 160 questions at Griswold Public School regarding my knowledge, 
attitudes and behavior about AIDS. This will take about 40 minutes. When I finish the 
survey, I will return it to Michelle Lang at Griswold. I will not put my name on the 
survey. All of my answers will be anonymous, no one will know which survey is mine, 
and I understand that my parents or my teachers will not have access to any of my 
personal answers. If I want to, I can participate in a small discussion group after filling 
out the survey at a later date, if I have any questions, comments about the survey, or ideas 
about AIDS prevention. 
The possible risks or discomforts of this study are small, I might feel awkward 
about answering some of the survey questions about sexual and drug behavior. 
The possible benefits from this study include an increased knowledge and 
awareness about my personal behavior. In addition, the researcher hopes to learn valuable 
information about prevention of AIDS, by listening to what teenagers have to say. 
My involvement in this study is confidential. None of the actual survey answers 
will identify me by name. Everything will be collected anonymously in a manner in which 
even the researcher will not be able to match up the surveys with the people filling them 
out. The only place my name is used is at the bottom of this form to verify that I agree to 
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volunteer in the study. This form will also be used for a $50 cash bonus that I will be 
eligible to win after completing the survey. Ifl decide to participate in a discussion group 
later, a similar form will be used for a separate $50 cash bonus. This form and my parents' 
permission form will not be attached to any completed surveys, everything will be 
collected separately . Information from my survey will be added together with information 
from many other people completing the survey. No specific or individual answers will be 
reported, only totals as a group . IfI decide to participate in a discussion group, none of 
my comments will identify my name, and I will not be asked to talk about my own 
behavior. 
Participation in this study is not expected to be harmful to me. If I feel 
uncomfortable after completing the survey, or participating in a discussion group, I can 
call Michelle Lang or any of the other telephone numbers on the attached card for 
someone to talk to. I can make as many calls as I feel I need to. IfI want some additional 
information about this study or about AIDS, I can call Michelle Lang and she will answer 
my questions or send me some information that will help me. If I am not satisfied with the 
way this study is performed, I may discuss my complaints with Michelle Lang, or her 
supervisor, Dr. Kathryn Quina, (401-277-3832) privately or anonymously, ifl choose, or I 
can contact the office of the Vice Provost for Research, 70 Lower College Road, 
University ofRhode Island, Kingston, Rhode Island (401-792-2635). 
The decision whether or not to take part in this study is up to me. I have 
permission from my parents or guardian to be a part of this study ( or I am 18 years old or 
older), but I do not have to participate if I do not want to. Ifl decide that I want to quit, I 
may do so at any time . If I want to quit, I will call Michelle Lang and inform her that I do 
not want to be a part of this study . I have read this Assent Form and my questions have 
been answered. My signature on this form means that I understand the information and I 
agree to participate in this study. 
Signature of participant & date Typed/printed name 
Michelle A. Lang 
Signature of researcher & date Typed/printed name 
Please retain one of the two assent forms for your records 
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